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The Present Status of the Treatment of Syphilis 


BY JAY FRANK SCHAMBERG, M.D., Philadelphia 


Professor of Dermatology and Syphilology, Graduate School of Medicine, University of Pennsylvania 


The therapy of syphilis with a proper 
consideration of the complications of treat- 
ment would require to-day a volume for 
its adequate presentation. A discussion of 
the treatment of syphilis within the limits of 
space imposed by journal publication would 
of necessity be either restricted to a special 
phase of the subject or be circumscribed to 
a consideration of principles. 

With expansion of the knowledge of the 
pathology of syphilis, the discovery of the 
causative parasite, the elaboration of sero- 
logic tests and the introduction of new 
remedies to combat the disease, the treat- 
ment instead of being rendered more simple 
has acquired greatly increased complexity. 
Time was when the facile formula for treat- 
ment was three years of mercury, with the 
iodides in the later stages. There was some 
difference of opinion as to the most advan- 
tageous preparation of mercury to use and 
the most effective method of introducing 
it into the body. 

This crystallized therapeutic dogma did 
not admit of the wide variations of opinion 
that exist to-day. Almost every experi- 
enced clinician and every large clinic have 
nowadays a therapeutic programme of their 
own. 

The aim and purpose of treatment in 
syphilis is not identical in all cases, or at 
any rate should not be. It depends to a 
large extent on the duration of the infec- 


tion (1.¢., the stage of the disease), on the 
age and vigor of the patient, and the degree 
of integrity of important organs. 

It is a matter of the utmost importance at 
the outset to trenchantly distinguish be- 
tween the treatment of acute or recent 
syphilis and that of chronic or long-stand- 
ing syphilis. In the former the goal is the 
rapid sterilization of the patient, the exter- 
mination as far as possible of every living 
spirochete, in order to effect a complete and 
permanent cure. In the latter the purpose 
should be to get rid of presenting symp- 
toms, to improve the functional or organic 
condition of organs, and by careful and 
conservative treatment to increase the pa- 
tient’s span of years, without primary 
thought of the reversal of the Wassermann 
reaction or radical cure of the underlying 
infection. The latter considerations are 
not to be entirely ignored, but should be 
thrust into the background. Quite often 
the patient, humiliated and perhaps de- 
pressed. by what he regards as a moral 
stigma imposed by the disease, urges the 
physician to vigorous treatment even in the 
later stages in order to eradicate it. No 
physician should permit such ‘importunities 
to affect his judgment, for by so doing he 
is running counter to the patient’s best in- 
terests. Many late cases conservatively 
treated regain their health, and an oppor- 
tunity is then afforded for the defensive 
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mechanisms of the body to aid in over- 
coming the infection. The writer has seen 
many long-standing cases finally develop a 
negative Wassermann without 
attempt to bring this about. 
hand, many lives have been 
abbreviated by the institution 
orous treatment in late cases. 
Our therapeutic efforts have in recent 
years been guided and controlled by a 
larger knowledge of the course of the infec- 
tion. No longer is the surgical ablation of 
a favorably located chancre advised, be- 
cause it is now recognized that protective 
antibodies are formed at the site of infec- 
tion. The work of Brown and Pearce on 
experimentally infected rabbits definitely 
demonstrates that a relatively early removal 
of the inoculated testicle promotes a gen- 
era'ization of the infection. We have in the 
Research Institute of Cutaneous Medicine 
completely confirmed this significant find- 
ing. The researches of the Rockefeller 
Institute investigators are valuable in that 
they emphasize the importance of immunity 
responses in syphilis, a phase of the subject 
previously too little considered. As time 
goes on it will probably be more and more 
appreciated that we ought in syphilis to 
utilize and mobilize those cellular products 
termed generically “antibodies,” which help 
to conquer infection. In tuberculosis, in 
which disease we have as yet no specifics, 
we are obliged to rely exclusively upon such 
defense. In the early stages of syphilis we 
may overwhelm and destroy the invading 
parasites with the powerful weapons which 
we now possess. If these are not used, or 
if, despite their employment, the spirochete 
becomes intrenched in organs and tissues 
difficult to reach, we must call upon the 
natural defensive mechanism of the body 
as an ally. We must avoid depressing the 
immunity responses of the body, and on the 
other hand we must endeavor to raise them. 
Warthin (The Newer Pathology of 
Syphilis, Amer. Jour. of Syph., 1918, p. 
425) has demonstrated by careful research 
on autopsy material that the spirochete may 
under certain conditions lose its patho- 
genicity in the tissues and do no harm or 


any vigorous 
On the other 
unnecessarily 
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relatively little. It may become almost as 
innocuous as streptococci in the throat; in 
other words, it may gradually take on a 
saprophytic existence. This all depends 
upon the interplay of reactions between the 
parasite and the host. I mention this be- 
cause some physicians have their minds too 
intently and solely concentrated upon the 
presence of the spirochete in the body, 
without thought of the defensive reactions 
that may be encouraged or stimulated. 

The course of syphilis is influenced by 
the stage at which the patient presents him- 
self for treatment, his age and general re- 
sisting power, the character of the therapy 
employed, and probably by the type or 
strain of the infecting spirochete. There 
is much clinical and experimental evidence 
to suggest that there are different strains 
of spirochetes, one having a special affinity 
for nerve structures. It is now well recog- 
nized that the central nervous system is in- 
vaded in the early stages of syphilis in 
almost one-half of the cases. Not all of 
these patients develop nerve syphilis, for 
local antibodies doubtless exert a destruc- 
tive effect upon the parasites in many cases. 
All patients, however, with pathologic al- 
terations in the spinal fluid in the primary 
and secondary stages are possible candi- 
dates for such a complication. 

There is some diversity of opinion as to 
the best methods of treating syphilis in the 
secondary period. In view of the increase 
in the incidence of nerve syphilis since the 
introduction of the use of the arsenoben- 
zenes, there are those who assert that dur- 
ing the early months of syphilis it is wiser 
to employ mercury, which is a more slow- 
ly acting spirocheticide than the organic 
arsenicals, and thus permit the antibodies 
developed in the tissues and fluids of the 
body to restrict the invasion of the central 
nervous system. It is alleged that the mas- 
sive destruction of spirochetes through the 
early and vigorous use of the arsenicals 
may render the blood Wassermann nega- 
tive, but the nervous system, which has a 
separate circulatory existence, may be rela- 
tively uninfluenced. It will be recalled that 
the neurorecurrences (cranial nerve inflam- 
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mations) observed frequently in the early 
days of the salvarsan era were commonly 
associated with a negative blood Wasser- 
mann and a positive spinal fluid Wasser- 
mann. The claim of the choice of rapidly 
acting and powerful spirocheticides in early 
syphilis as compared with the use of feebler 
and more slowly acting ones cannot be dis- 
posed of by dogmatic affirmation or nega- 
tion. A comparison of a large group of 
cases treated by each method and studied 
over a period of years would doubtless defi- 
nitely settle the matter. 

My own personal experience persuades 
me to believe that no undue fear of the 
arsenobenzenes in early syphilis need be 
entertained, provided that the treatment is 
systematically and energetically carried out. 
It was not the vigorous use of salvarsan in 
the early days which caused provocative 
meningitic effects, but the inadequate 
employment thereof. In most cases the 
complication cleared up under the further 
energetic use of salvarsan. 

At the present time we have four groups 
of medicaments in the treatment of lues— 
the arsenobenzenes, mercury, bismuth, ‘and 
the iodides. The more important organic 
arsenicals comprise arsphenamine, neo- 
arsphenamine, sodium arsphenamine, sil- 
ver arsphenamine, and sulpharsphenamine. 
Throughout the world neoarsphenamine has 
largely supplanted the use of “606.” It is 
a safer drug, although dose for dose it is 
less therapeutically active. In Germany 
preparations of silver arsphenamine are 
quite extensively used. Little need be said 
of mercury, as its properties are well known. 
Bismuth bids fair to take second rank among 
the drugs used in syphilis. A rapidly en- 
larging literature is developing on the sub-. 
ject of bismuth therapy. Its spirocheticidal 
properties may be well demonstrated in ex- 
perimentally infected rabbits. Bismuth has 
been used extensively in my clinic and prac- 
tice for over two years, and I am impressed 
with its value. I believe it is less toxic than 
mercury and more curative. It should not 
be employed intravenously, as this method 
of administration exhibits a much higher 
toxicity than by the intramuscular route. 











Preparations should not be employed in 
aqueous solution, as they are much more 
painful and give rise to inflammatory nodes 
in the muscles. The tartrobismuthate of 
potassium or potassium and sodium, sus- 
pended in oil, constitutes one of the best 
preparations. A great advantage of the 
drug is its relative painlessness. Intramus- 
cular injections properly given are much 
less painful than mercurial injections, and 
commonly there is no pain at all. It is, 
therefore, very well adapted for use in 
women and in congenital syphilis. 

As above stated, no one is in a position 
to set forth a therapeutic programme in 
syphilis which would receive general ap- 
probation. The treatment of syphilis is like 
the latest time-table, “subject to change 
without notice.” Tach clinician is guided 
by his own experience; in the light of my 
own I would advise as follows: 

1. Treatment of primary syphilis with a 
negative Wassermann: 

As soon as diagnosis is made by dark- 
field examination, administer intramuscu- 
larly 100 mg. of bismuth: three days later 
0.6 gramme neoarsphenamine. Then for a 
period of eight weeks continue this line of 
treatment. At the end of this course, after 
a rest of three weeks, give ten weekly in- 
jections of from 1 to 2 grs. of salicylate of 
mercury intramuscularly. After inaction 
for a month, make a blood and spinal fluid 
test. If it is not possible to carry out the 
spinal fluid examination, a further security: 
course of ten weekly injections of bismuth 
is desirable. In nearly all cases this treat- 
ment should result in a definite cure. 

2. Seropositive primary syphilis and sec- 
ondary syphilis: 

Bismuth and neoarsphenamine should be 
used as above indicated, but the treatment 
should be continued for twelve weeks. At 
the end of this time a blood Wassermann 
should be made. Many clinicians also ad- 
vocate a spinal fluid test at this time. A 
negative blood Wassermann will in many 
cases be obtained at this time, but such a 
reaction should not lead to cessation of 
treatment, as serologic relapses are not 
uncommon. A month’s rest should be given, 
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and the character of the subsequent treat- 
ment determined by the Wassermann out- 
come. If it is positive, the same course 
as the preceding should be repeated. If 
negative, then a course of fifteen weekly 
injections of 100 mg. of bismuth should be 
carried out. A rest of six weeks is then 
given and a course of twelve weekly injec- 
tions of 1 grain of mercuric salicylate ad- 
ministered. This programme covers vir- 
tually a year. During the second year if 
the blood Wassermann is negative, two 
courses of four injections of neoarsphena- 
mine should be given and two courses of 10 
injections of bismuth. If it is positive, a 
spinal puncture should be performed and 
the usual four tests—Wassermann, cell 
count, protein, and gold curve—should be 
made. If this is negative, with a positive 
blood, the treatment should approximate 
that of the first year. If it is positive, the 
treatment advised below for the treatment 
of syphilis of the nervous system should 
be resorted to. 

During the third year a course of four 
injections of neoarsphenamine and fifteen 
injections of bismuth is advised. Before 
the discharge of the patient, it is extremely 
desirable—I may say necessary—to have a 
spinal fluid examination. 

This treatment may seem tedious and 
arduous, but in the long run it will conduce 
to the best interests of the patient and will 
bring about a higher percentage of cures 
than less thorough measures. It is difficult 
to outline a routine treatment for all pa- 
tients. Individualization is better, but re- 
quires great experience and skill, and more 
frequent serologic tests of the blood and 
spinal fluid, as well as careful physical ex- 
amination. Some patients will doubtless 
under the régime formulated be treated be- 
yond the necessities of the case, but this is 
far better than the cessation of treatment 
before the patient is cured. With conjoined 
early treatment the dosage of all the med- 
icaments may be kept moderate, thus less- 
ening the liability to serious reactions.’ 





1The writer does not hold that other therapeutic pro- 
grammes may not be successfully employed. He is 
merely presenting his own personal views. 
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Late Visceral Syphilis—lIn virtually all 
late cases of syphilis the internal organs, 
such as the heart, blood-vessels, _ liver, 
spleen, kidneys, etc., are invaded with spi- 
rochetes. The vascular system is particu- 
larly a locus of spirochetic deposit and 
activity. The frequency of aortitis in late 
syphilis is well known. 

The treatment of syphilis affecting any 
of these organs or tissues must be of a 
conservative character. One cannot on the 
one hand expect to achieve massive de- 
struction of parasites in advanced syphilis, 
and on the other hand it would be ex- 
tremely hazardous to attempt it. The use 
of too large doses of spirocheticides in 
these conditions may not only cause unde- 
sirable reactions, but it may cause too rapid 
resorption of syphilitic infiltrates in impor- 
tant organs, such, for instance, as the heart, 
and lead to a disturbance of its anatomico- 
physiologic mechanism. Wile and others 
have called attention to fatal results under 
these circumstances. Many internists have, 
on this account, advocated the use of mer- 
cury, rather than arsphenamine, in late 
cardiac, hepatic and aortic syphilis. 

It has been demonstrated by Kothay and 
Miller (Wien. Med. Wochenschr, No. 4, 
1920) that even in aortic disease and in 
steno-cardiac cases one of the arsenoben- 
zenes may be used with good effects, pro- 
vided minimal doses are administered. 
These doses should be much smaller than 
those usually employed. In cardiac syphilis 
neoarsphenamine may do great good in 
doses of from 50 to 100 mgs. (0.05 to 0.1 
gm.). This dose may be slowly increased, 
but a dose of 0.3 gm. of neoarsphenamine 
should rarely be exceeded. There is, how- 
ever, no objection to the use of mercury 
and the iodides, which many clinicians 
advise. I am inclined to believe that bis- 
muth injections in small doses, 50 to 100 
mgs., will, however, produce superior re- 
sults to those achieved by mercury. Rota- 
tion of these remedies would be a good 
procedure. The main therapeutic caution, 
however, is that the dosage of any of the 
remedies employed should be too small 




















rather than too large. In these conditions 
the functional integrity of the organs and 
not the Wassermann reaction should guide 
the physician in the treatment. The latter 
is a matter of inconsequential value. 

It should be remembered that patients 
with syphilis are just as prone to suffer 
from various ailments of a non-luetic char- 
acter as other patients. The eye too 
sharply focused on the underlying syphilitic 
infection may fail to recognize other mor- 
bid conditions. It should be the aim of 
the physician to search out such conditions 
and remove them if possible. In syphilitics 
who are not doing well, focal infections 
should be sought for and treated. The 
removal of a source of systemic poisoning 
will often favorably influence the response 
of syphilitic manifestations by helping to 
raise the patient’s resisting, power. 


TREATMENT OF NEUROSYPHILIS. 


During the stage of spirochetal diffusion 
or generalization, i.¢., the latter part of the 
primary stage and the secondary period, the 
nervous system is invaded in over one-half 
of the cases of syphilis. Were it not for 
the defensive mechanism of the tissues, 
one-half of those infected with lues would 
become candidates for ultimate neuro- 
syphilis. Immune -bodies are doubtless 
formed in the nervous tissues which destroy 
the invading spirochetes in a considerable 
number of cases. In many other cases, 
however, for reasons partly known and 
partly unknown, the infection persists, 
eventuating in either inflammatory or de- 
generative processes. 

Hoffman states that early or late nerve 
disease, including tabes and paresis, may 
the more surely be prevented, the earlier 
arsphenamine and mercury are used in pri- 
mary syphilis. Nonne is not entirely in 
accord with this view. He believes that it 
is true with respect to primary syphilis be- 
fore the Wassermann becomes positive, but 
after this the treatment does not give se- 
curity against nerve syphilis. Nevertheless, 
all cases of primary and secondary syphilis 
ought to be energetically and systematically 
treated with the hope of thereby prevent- 
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ing neurosyphilis. The prophylactic treat- 
ment of nerve syphilis, therefore, begins in 
the early stages of lues. The experience 
of Mattauscheck and Pilcz bears out the 
wisdom of early energetic treatment; they 
treated four thousand army officers and 
watched them over a period of years. 
Those who developed tabes and paresis had 
received in the vast majority of cases insuf- 
ficient treatment or no treatment at all. 
This experience is that of Erb, Nonne and 
most other neurologists and syphilograpers. 

A number of neurologists, including men 
of eminence and experience, have advo- 
cated mercury as the preferential drug in 
the treatment of nerve syphilis, either in 
the form of inunctions or intramuscular 
injections. They have combined such treat- 
ment with the use of the iodides. 

That mercury does not prevent lues of 
the central nervous system is evident from 
a statement of Gennerich (quoting Ravaut, 
Nonne, Merzbacher, Schoénborn, and oth- 
ers) that forty per cent of all cases of 
syphilis treated with mercury show a patho- 
logical spinal fluid (latent inflammatory 
meningeal processes). In early endarter- 
itic processes of the brain and cord, mer- 
cury and the iodides are capable of leading 
to a disappearance of the symptoms. In 
chronic meningeal processes, and particu- 
larly in paresis and tabes, mercury has very 
little effect. 

The arsenobenzenes, on the other hand, 
have a much more favorable influence on 
meningeal syphilis than has mercury. To 
be sure, there are cases of nerve syphilis 
which prove refractory to all treatment, 
and there are occasionally cases in which 
early energetic treatment does not prevent 
nerve syphilis. It may be that in these 
cases we are dealing with a neurotropic 
strain of the spirochete. 

In the treatment of cerebrospinal syphilis 
I would advocate the conjoint use of one 
of the arsphenamines, particularly neoar- 
sphenamine, and bismuth. It is important 
that the dosage be conservative. I should 
counsel beginning with 0.3 gm. of neoars- 
phenamine and gradually increasing to 0.5 
gm. This dose should ordinarily not be 
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exceeded. An injection should be given 
weekly for eight or ten weeks, if well 
borne. Three or four days after each in- 
travenous treatment an intramuscular in- 
jection of bismuth (100 mg.) in oil should 
be given. If the patient’s well-being is 
unfavorably affected, it is well to stop the 
arsenical treatment and continue the bis- 
muth until a total of two grammes has been 
administered. 

While it is difficult for some general prac- 
titioners to practice spinal puncture in or- 
der to determine the serologic findings in 
the spinal fluid, it is unfortunately neces- 
sary to secure this information in order to 
intelligently judge of the progress of many 
cases. Meningitic processes may be latent 
and not manifested by clinical symptoms. 
Where such symptoms affecting the pupils, 
reflexes, etc., are present, the necessity for 
‘prolonged and systematic treatment is indi- 
cated. But one never knows how long to 
treat without a complete knowledge of the 
blood and spinal fluid serology. 

There is considerable diversity of opinion 
among syphilologists, neurologists and psy- 
chiatrists as to the value and wisdom of 
intraspinal treatments. Even a brief dis- 
cussion of the subject would require many 
pages. In general, the neurologists and 
psychiatrists, particularly the former, take 
an extremely conservative stand and are in 
large part or entirely opposed to intraspinal 
treatment. On the other hand, a number 
of the best syphilologists are enthusiastic 
about the effects of such treatment. As is 
usually the case, the truth is to be found in 
a middle ground position. My own ex- 
perience and my knowledge, based upon the 
experience of others, would lead me to the 
following conclusions: Many cases of the 
inflammatory or exudative type of lues of 


THE THERAPEUTIC GAZETTE 





the central nervous system will get well 
without resort to intraspinal treatment. In 
treating such cases we should employ first 
the simpler and more conservative method; 
of treatment; in the event of incomplete 
success or of failure, one may then pass to 
the more complicated and radical methods. 
The work of Gennerich, Fordyce, Solomon, 
Leredde and others who have had the most 
extensive experience with intraspinal treat- 
ment leaves little doubt that it is a method 
of great value when properly carried out 
in appropriate cases. It has, of course, its 
distinct limitations. Advanced paresis is an 
incurable disease, but there is reason to 
believe that some cases of very early 
paresis, or cases in the preparetic stage, 
may be cured or prevented. Many neu- 
rologists claim that when a case of paresis 
is cured such cure indicates that the case 
was not true paresis, but even so great and 
conservative an authority as Nonne admits 
that in very rare instances a cure may be 
effected. 

Inasmuch as the heavy metals such as 
mercury, arsenic and bismuth reach the 
central nervous system in only minimal 
amounts, an effort might be made to sup- 
plement their influence on the parasite by 
an attempt to raise the defensive power of 
the system. This is done by producing for- 
eign protein effects. The injection of tuber- 
culin or of sodium nucleinate, and latterly 
the induction of a purposeful malarial in- 
fection, have been tried in neurosyphilis 
with alleged good results. Following the 
injection of malarial blood into paretics, 
long remissions have occurred in about one- 
half of the cases, and many institutional 
patients have been able to return to their 
vocations. 
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The Effects of Ultra-Violet Therapy in Chronic 
Bronchitis in Children’ 


BY H. HARRIS PERLMAN, M.D., P.D. 


Instructor in Pediatrics in the Jefferson Medical College 


Chronic cough in children may be caused 
by numerous factors which arise either di- 
rectly in the bronchopulmonary system or 
reflexly in some distant organ. As an illus- 
tration of the first disorder might be men- 
tioned the well-known cough of phthisis. 
A foreign body lodged in the ear by reflex 
action stimulates coughing. This illustrates 
a cough caused by an extra-pulmonary con- 
dition. 

It is not the aim of this paper to enter 
into a discussion of the acute coughs in 
early life. Acute and subacute bronchitis 
are infections which may be said to be self- 
limited. Medication, of one kind or an- 
other, will facilitate in restoring the pa- 
tient’s health, but in general the question is 
largely one of time. 

The pediatrician is familiar with the 
duration of an uncomplicated broncho- 
pneumonia. He can also tell in a reason- 
able time when to expect convalescence 


‘ from a child afflicted with pertussis. 


Chronic cough, on the other hand, as the 
name implies, may persist for weeks or 
months. It is this type of cough which 
causes the greatest concern to the practi- 
tioner, and it is not unusual for such cough- 
ing to excite undue anxiety in the child’s 
parents. Treatment by drugs is not always 
satisfactory. Most children do not tolerate 
the well-known chemicals employed in 
treating chronic bronchitis. Hygienic treat- 
ment certainly finds its proper place in these 
children. Yet it becomes apparent to most 
of us, with a carefully supervised hygienic 
régime, the so-called chronic cough is most 
obstinate to treatment. In view of the 
fact that most of the chronic coughs en- 
countered in our department were stubborn 
to the customary methods of treatment, we 
resorted to a well-known but little used 
method of restoring these patients to health. 
This method is known as_heliotherapy, 


—— 

From the Out-patient Pediatric Department, Jeffer- 
son Hospital, Philadelphia, Pa. Read before the Phila- 
delphia Pediatric Society, Feb. 10, 1925. 


quartz-lamp treatment, or as is ordinarily 
called artificial sunlight. 

Natural sunlight was entirely out of the 
question not only because of our poor 
facilities for treating patients by this means, 
but also for the reason that natural sun- 
light was not always available. Sunlight 
is dependent upon atmospheric phenomena, 
and therefore it is difficult to control. The 
quartz lamp when properly regulated gen- 
erates a great deal of ultra-violet, and for 
our purpose of study answered as near to 
the effects of the natural sun as could be 
expected. 

The cases studied were for the sake of 
simplicity divided into two orders. That 
of the first class we have endeavored to 
call simple bronchitis. This term included 
all those chronic coughs not dependent 
upon the tubercle bacillus. Among these 
we might mention the cough of an unre- 
solved pneumonia, the persistent cough of 
the rachitic and malnourished child; also 
the asthmatic cough. The second class re- 
ferred to is the true tuberculous cough as 
was demonstrated by careful history of 
contact, symptoms, physical signs, and 
roentgenographic studies. Here we in- 
cluded a cough produced by enlarged 
bronchial lymphnodes. Extra-pulmonary 
conditions, with this one exception men- 
tioned, such as cough due to decompensated 
heart lesions, and enlarged thymus were 
made the basis of distinct and separate 
study. 

Types of Cases Studied.—Our total series 
included fifteen cases which were followed 
to the end of treatment. During the course 
of raying with the ultra-violet no other 
medication as is recommended in the mod- 
ern treatises on therapeutics was prescribed. 
In this manner the uniform results which 
followed were purely dependent upon the 
lamp. Seven cases were definitely tubercu- 
lous. The remaining eight were non-tuber- 
culous coughs. 
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Method of Procedure and Treatment.— 
The method employed in our study has been 
somewhat different from that usually ad- 
vised. Ordinarily a patient is rayed in the 
beginning of the treatment by localized ex- 
posures. The extreme ends of the lower 
extremities are exposed to the ultra-violet 
for the fraction of a minute. Gradually 
another portion of the body is exposed 
until the entire trunk has been rayed. This 
covers a period of several days, each ex- 
posure increasing the duration of the ray. 
The reason for this method is that the in- 
dividual gradually becomes accustomed to 
the ray and severe reactions are not en- 
countered. We have found that by care- 
fully supervised generalized exposure from 
the very start severe reactions can be 
avoided. The therapeutic effect produced 
is identical with the localized method of 
treatment. 

Children are exposed at a distance of 
about thirty-four inches on the first day, 
the duration a fraction of a minute. In- 
fants and younger children, especially the 


blond type of. person who reacts severely to 
the rays, are exposed for a shorter time, as 


fifteen seconds from the start. The time is 
regulated by a stop clock or interval timer. 
The eyes are protected by goggles or dark- 
ened eye-glasses. A folded towel of several 
thicknesses over the eyes answers the same 
purpose. Irritation of the eyes with a re- 
sultant conjunctivitis is in this manner pre- 
vented. The patient is placed upon the 
table, all clothing having been removed ; the 
entire body is rayed front and back for the 
same length of time. By watching that the 
white line shadow produced by the lamp’s 
rays falls on the median line of the body, 
a maximum and equal distribution of the 
ultra-violet is assured. The voltage is 
seventy; it takes from five to seven min- 
utes for this degree of current. We do not 
seek to secure severe reactions. We are 
after a gradual tanning of the skin, as is 
produced by the seashore sun. Severe tan- 
ning not only results in a peeling of the 
skin, but causes a dermatitis from which 
patients complain severely. The inflamma- 
tion of the skin interferes with further 
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treatment, and when it occurs calls for a 
discontinuation of lamp treatment until 
healing ensues. Our rule after the first or 
second raying is to increase the exposure 
at each treatment one minute until the fif- 
teenth day of treatment is reached. This 
exposure is at the same distance from the 
body on the fifteenth treatment as on the 
day when the treatment first commenced, 
Usually the patient is exposed every other 
day. In this way sunburn is overcome and 
we do not obtain too much pigmentation, 
which prevents penetration of the ray. 
After the lapse of half a month or longer 
the patient is able to bear the rays more 
favorably. We then start to lower the dis- 
tance of the lamp toward the body surface, 
keeping the time of exposure not more than 
fifteen minutes front and back. The lamp 
is lowered one inch at a time. Under no 
circumstances do we permit the lamp’s rays 
to reach a greater distance than one foot 
from the body where generalized treatment 
is indicated; in giving localized treatment 
the reverse holds true. 

The effect produced by the rays is one 
of exhilaration and warmth. Children, 
fearful of this treatment at first, soon learn 
to adapt themselves to the lamp. The sen- 
sation is compared to a feeling of warmth 
and relaxation very much as one would 
bask in the summer sun. 

Action of Rays.—The treatment is large- 
ly empirical. I do not believe any one has 
been successful in determining exactly how 
results are brought about. It has been 
shown that ultra-violet light will stimulate 
the normal defensive power of the blood, 
sterilize tissues, produce active hyperemia, 
inhibit bacterial action, and _ regenerate 
epithelium. It has also been shown that it 
will alleviate pain. This last action is prob- 
ably dependent upon the warmth and coun- 
ter-irritation produced. 

Contraindications—In bronchopulmonary 
affections the only contraindication would 
be active pulmonary tuberculosis. But this 
condition, resembling the true adult type of 
disease, is met with but rarely in the child 
In two of our cases of study, one in a boy 
aged fourteen years and with advanced 
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chronic ulcerative pulmonary tuberculosis, 
we were compelled to abandon treatment, 
due to profuse hemorrhages encountered by 
the rays. In another, that of a girl who 
approached puberty and the subject of pul- 
monary tuberculosis complicated by bron- 
chial asthma, hemoptysis occurred on sev- 
eral occasions from ultra-violet medication. 
Ordinarily we do not ray patients immedi- 
ately before or after a meal. The reason 
for this is obvious. The cases studied 
follow: 

Case 1—A. A., aged six years, male. 
Diagnosis, chronic bronchitis. Admitted for 
study to department on March 28, 1924, 
after six months’ treatment for cough in 
dispensary. Chief symptoms, productive 
cough, on and off, since October 30, 1923. 
Slight temperature, no night sweats. Phy- 
sical examination: fairly well nourished, 
nasal catarrh; enlarged glands of neck; 
chest, good expansion, good resonance; 
exaggerated bronchovesicular breathing in 
bronchial tree. Rales (dry). X-ray showed 
moderate peribronchial thickening both 
upper lobes. Treatment by ultra-violet; 
five exposures every three days. Result: 
improved, no cough, no return of symp- 
toms. 


Case 2—D. A., female, seven years of 


age. Diagnosis, tuberculous bronchitis, 
adenitis, and pleurisy. Symptoms, one year 
duration: Pain in region of heart three 
weeks before admission for study, worse 
upon coughing ; temperature 100° to 101°. 
Pain upon breathing in left lower chest. 
Appetite fair. Physical examination: poor 
nutrition, diseased tonsils, few pleural 
squeaks in left lower lobe of chest; rough- 
ened breathing in both upper lobes; no 
rales. X-ray showed considerable thicken- 
ing at the roots of the lungs and consider- 
able thickening at the left costophrenic 
angle. Von Pirquet positive. Lamp treat- 
ment started nine months after admission— 
12 exposures ; condition improved. 

Case 3.—B. A., aged eleven years, male. 
Diagnosis, chronic bronchitis (tuberculous). 
Chief complaints, 534 months’ duration: 
pain right side of chest; cough, expectora- 
tion. Physical examination: impaired reso- 


389 


nance, right apex; roughened breathing 
interscapular region. X-ray showed mod- 
erate amount of peribronchial thickening in 
both upper lobes. Hilus zone shadows are 
heavier than normal. Treatment com- 
menced one month after admission—9 ex- 
posures ; condition improved. 

Case 4.—H. K., female, aged six years. 
Diagnosis, chronic bronchitis. Chief com- 
plaints: cough (unproductive); appetite 
poor ; bowels irregular. Duration 14 months. 
Physical examination: nutrition fair; good 
resonance throughout chest; few dry rales 
in region of bronchial tree anteriorly and 
posteriorly. X-ray showed a fairly normal 
appearance. Complete disappearance of 
symptoms after thirty-second treatment. 

Case 5.—A. M., aged seven years. Diag- 
nosis, chronic bronchitis. Chief symptoms: 
Continued cough for eight months (non- 
productive) ; occasional pains in chest; ap- 
petite poor; bowels regular. Temperature 
98° to 100°. Physical examination: poorly 
nourished, anemic; expansion poor; good 
resonance; exaggerated bronchial vesicular 
breathing, front and back, in region of 
bronchial tree; many coarse dry rales in 
same area. Improvement after fifth treat- 
ment. 

Case 6.—M. R., aged 5% years, female. 
Diagnosis, chronic bronchitis and asthma; 
duration 13 months. Chief symptoms: fre- 
quent colds, cough (unproductive); tem- 
perature 97° to 100.2°. Physical signs: 
expansion good; good resonance; broncho- 
vesicular breathing throughout; many large 
rales; an asthmatic wheeze in bronchial 
tree. X-ray showed exaggeration of root’s 
zone shadows, both sides. Peribronchial 
thickening in both upper lobes. Complete 
recovery after twenty-fourth treatment; 
cough completely disappeared. 

Case 7—G. S., male, aged four years. 
Diagnosis: tuberculosis of tracheobronchial 
glands; hilus tuberculous; chronic bron- 
chitis. History of contact: father died of 
tuberculosis. Chief symptoms: Severe 
cough following pneumonia in 1923; 
marked loss in weight; night sweats oc- 
casionally ; no pain; no blood spitting ; tem- 
perature 97° to 98.2°. Physical examina- 
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tion: expansion fair; impaired resonance, 
both apices front and back; roughened 
breathing same areas; many moist rales in 
bronchial region. D’Espines sign positive. 
X-ray showed diffuse mottling in both up- 
per lobes. Hilus shadows are exaggerated. 
There are a number of enlarged glands 
partly calcareous or caseous on right side. 
Von Pirquet positive. Marked improve- 
ment after seventeenth treatment; cough 
almost completely gone. 

Case 8—M. S., aged eight months, male. 
Diagnosis, chronic bronchitis. Chief symp- 
toms: Bad cough, several weeks’ duration ; 
ho vomiting after coughing; appetite poor ; 
bowels regular. Physical examination: 
exaggerated bronchovesicular breathing; 
many moist rales. Improvement after 
seventh treatment. 

Case 9.—M. W.., female, aged three years. 
Diagnosis, chronic. bronchitis following 
whooping-cough in 1923. Chief symptoms: 
brassy cough (unproductive) ; poor appe- 
tite. Physical examination: no impaired 
resonance, harsh breathing front and back 
of chest; many crackling rales. Thirteen 
treatments; cough slightly better. Treat- 
ment still being continued. 

Case 10.—P. W., aged five years, female. 
Diagnosis, chronic bronchitis following 
whooping-cough in 1923. Gets cold very 
easily. Chief symptoms: very severe cough- 
ing, as much in the day as at night (unpro- 
ductive) ; cough has metallic quality; no 
loss in weight; appetite good; bowels regu- 
lar. Physical examination shows many 
crackling rales in region of bronchial tubes. 
After nineteenth treatment with lamp, no 
improvement. Cough is the same if not a 
trifle worse. Treatment still being con- 
tinued. 

Case 11—C. W., aged fourteen, female. 
Diagnosis, incipient pulmonary tubercu- 
losis complicated by bronchial asthma. 
Asthma is of nine years’ duration. Chief 
symptoms: cough (productive); whistles 
and wheezing in chest ; appetite good ; bow- 
els regular. Night sweats occasionally; 

sharp spontaneous pains in chest occasion- 
ally. Physical examination reveals poor 
expansion on left side; impaired resonance 
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over both apices with hyper-resonance 
in remainder of chest; bronchovesicular 
breathing in both apices with distant 
breathing in remainder of chest. Many 
piping, squeaking rales, and characteristic 
asthmatic wheeze over bronchial tree. front 
and back. X-ray showed localized peri- 
bronchial thickening in left upper lobe and 
to certain extent in lower lobes. Marked 
thickening at the roots of the lungs, espe- 
cially the right side. Enlarged gland in 
hilus region, both sides. Lesion in upper 
is tuberculous. Sputum positive for tuber- 
cle bacilli at one examination. Tempera- 
ture 97° to 99.4°. Twenty-four treatments. 
Blood spitting after the eleventh treatment. 
Treatment discontinued for two weeks—re- 
sumed after two weeks; blood spitting 
again after twenty-fourth treatment. Lamp 
discontinued. No apparent improvement; 
cough and asthma remain same as at the 
beginning of treatment. 

Case 12.—A. C., aged nine years, male. 
Diagnosis: Pretuberculous chronic bron- 
chitis. Chief complaints: slight tempera- 
ture, 99°. Cough (unproductive) 13 
months ; loss in weight ; appetite poor. Phy- 
sical examinations: a few rales on the left 
side in hilus region; otherwise negative. 
Nine treatments with lamp—result, cough 
disappeared ; general improvement. 

Case 13.—M. M., aged four years, fe- 
male. Tuberculous bronchitis; generalized 
tuberculosis; Pott’s disease. Chief symp- 
toms: cough (unproductive) 2 years; loss 
in weight; temperature 98° to 100°; appe- 
tite poor. Physical examination of chest: 
poor expansion; impaired resonance left 
side from apex to clavicle; harsh breath- 
ing; many crackling rales throughout chest. 
X-ray positive for tuberculosis of the hilus 
regions. Roots of lungs markedly thick- 
ened. Von Pirquet and Moro tests strong- 
ly positive. Forty treatments—complete 
disappearance of cough; general condition 
improved. 

Case 14.—F. T., aged eleven years, male. 
Chronic bronchitis. Chief symptoms: pro- 
ductive cough for two years, occurring 
intermittently. Physical examination : many 

dry rales in region of bronchial tubes; no 
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other sounds. Complete disappearance of 
cough after forty-second treatment. 

Case 15.—D. D., aged thirteen years, 
male. Chronic ulcerative pulmonary tuber- 
culosis (active). History of contact. Chief 
symptoms: cough of five months’ duration 
(productive) ; blood spitting occasionally ; 
pleuritic attacks; marked night sweats ; loss 
in weight; poor appetite; constipation; 
dyspnea ; temperature 99° to 104°. Physical 
examination: malnutrition; anemia; poor 
expansion, almost nil. There was hollowing 
of the supra- and infra-clavicular fosse and 
intercostal spaces. Vocal fremitus was in- 
creased throughout the entire chest, with 
impaired resonance (almost dulness) over 
greater portion of left chest, front and back. 
Tympany over right and left apices. Am- 
phoric breathing in right and left apices; 
bronchial breathing in left chest, front and 
back; bronchovesicular breathing in right 
chest. Many large crackling rales could be 
heard over both lungs. Sputum positive on 
several occasions for tubercle bacilli. Von 
Pirquet and intradermic tests strongly posi- 
tive. X-ray showed advanced fibrocaseous 
tuberculosis with cavitation, throughout all 
lobes of left lung and upper right lobe; a 
consolidation of lower part of the left upper 
lobe and upper part of lower lobe, with 
the trachea pulled over to left. After 
twelve treatments a rest of one week was 
given. Twenty exposures to the lamp were 
then carried out, and applications were dis- 
continued for three weeks. Ten exposures 
were then given. There were hemorrhages 
throughout treatment. The therapy was 
then discontinued permanently. Condition 
of patient was unimproved. Death fol- 
lowed three months later. 


SUMMARY. 


Fifteen cases of chronic bronchitis were 
treated by means of artificial sunlight. The 
patients treated were infants and ‘children. 
Of this number eight were due to lesions 
other than those caused by the Koch bacil- 
lus—seven were definitely tuberculous. All 
patients who came under our observation 
presented coughs of sufficient length of time 
to justify calling them chronic. Prior to 
ultra-violet therapy all patients received 
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medication of one nature which is usually 
prescribed for chronic bronchitis. This 
form of treatment was administered by the 
patients’ outside physicians or else in our 
own department at the hospital. 

Gradual increasing exposures of ultra- 
violet rays were given at a definite distance 
with intervals from two to three days. Re- 
sults were followed to the end. 

Among the seven cases of simple bron- 
chitis, five showed complete recovery from 
coughing, one slight improvement, one no 
improvement. Of the eight tuberculous 
patients, six showed complete and definite 
improvement with disappearance of cough, 
which up to the present time has not re- 
curred. 

In one patient the lung involvement was 
complicated by bronchial asthma. Here 
treatment with the lamp caused repeated 
hemorrhages. Treatment was discontinued 
with no apparent improvement either in the 
cough or asthmatic attacks. 

In the last case, one of. far-advanced 
chronic ulcerative pulmonary tuberculosis 
in a lad of thirteen years, treatment with 
the rays did more harm than good. 


CONCLUSION. 

1. Ultra-violet medication as is produced 
by the quartz lamp is a useful adjunct in 
treating chronic bronchitis in children. 

2. Improvement probably occurs by the 
destructive action of the rays upon the mi- 
croorganisms; the rays being absorbed by 
the blood stream through the capillaries. In- 
directly the patient is restored to a state of 
health by the phagocytic action of the 
leucocytes and endothelial cells. The rays 
improve the general circulation and increase 
the oxygen-carrying power of the blood. 

3. Artificial heliotherapy is not a pana- 
cea for all medical entities. It has a dis- 
tinct place in the field of applied therapeu- 
tics for certain well-defined ailments, not 
benefited by the usual means of treatment 
at our command. 

4. In the series’ of patients treated for 
chronic bronchitis by the light, it formed a 
complete method of treatment, and the re- 
sults justify its further study and use. 

1904 N. FRANKLIN STREET. 





The Surgical Treatment of Cervical Adenitis 


BY DRURY HINTON, M.D., F.A.C.S. 


Assistant Surgeon to the University and Howard Hospitals, Philadelphia 


No disease that comes under the care 
of the general practitioner can be said 
to be more important than that of cer- 
vical adenitis. The diagnosis of cervical 
enlargement is easy, but the causes of this 
increase in size of the glands are so many, 
diagnostic errors so frequent, and treat- 
ment so diverse that a discussion of the 
problem is in order. In this brief paper 
we will attempt to clarify the field in a way 
that will be most helpful to the general 
practitioner rather than to the surgeon. In 
gathering material it was necessary to go 
over records of the past twenty-five years 
at the University Hospital. The notes on 
posterior cervical gland enlargement were 
taken from a survey of the children ad- 
mitted to the Clubs of the Reed Street 
Neighborhood House, situated in a con- 
gested district of this city. Dr. Bothe of 
the Surgical Pathological Laboratory of 
the University Hospital was kind enough to 
give certain pathological data referable to 
the work done in his laboratory in the past 
two years. 

Anatomically the médiastinum is extreme- 
ly well protected from a descending infec- 
tion originating in the head by a double cir- 
cle of protecting lymph nodes at the base 
of the skull, one superficial and the other 
deep, the deep nodes being really divided 
into two circles, an upper one and a lower 
one, joined by two longitudinal chains, the 
anterior and posterior cervical nodes, that 
run along the great vessels and behind the 
sternomastoid muscle respectively. Com- 
munication between the deep and super- 
ficial nodes is free and, in addition, the deep 
nodes often are in close communication 
with those of the axilla and mediastinum. 
On the left side the lower deep cervical 
nodes are closely in contact with the thoracic 
duct, injury of which is often fatal. The 
superficial collar of nodes can be subdivided 
from the midline backward into (a) the 
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submental nodes which drain the lower lip, 
chin, anterior portion of the floor of the 
mouth, and some say the tip of the tongue. 
They lie in the midline and have no rela- 
tion to any important structures. (b) The 
submaxillary nodes drain the lips, nose, 
floor of the mouth, gums, anterior portion 
of the tongue, and side of the face. Infec- 
tion of the lower teeth involve only those 
glands which lie along the ramus of the 
jaw. The submaxillary salivary gland on 
account of its relatively superficial position 
may be removed in mistake for a lymph 
node, although frequently a node may be 
embedded in the gland itself. The lym- 
phatics anastomose across the middle line. 
(c) The superficial upper cervical glands, 
lying at the angle of the jaw, drain the 
region of the masseter muscle as far back 
as the ear. They are involved in lesions of 
the scalp and skin in the neighborhood. The 
parotid node is constantly associated with 
tonsil infections. (d) The posterior auric- 
ular nodes lie over the mastoid, and are 
infected from lesions of the ear and neigh- 
boring structures. (e) The occipital nodes 
are below the superior curved line of the 
occipital bone, lying between the posterior 
border of the sternomastoid and the ante- 
rior border of the trapezius, frequently 
extending under the borders of these mus- 
cles. A large portion of the scalp is in this 
drainage area. (f) A retropharyngeal 
group lies in the space between the bucco- 
pharyngeal fascia and the prevertebral 
fascia. It communicates with the upper 
group of deep cervical nodes. Pharyngeal 
and laryngeal infections and caries of the 
cervical vertebrae are the usual causes of 
their enlargement. They do not project 
forward when enlarged, but promptly form 
an abscess. 

The most frequent causes of enlargement 
are: (1) Trauma followed by infection; 
(2) skin diseases, including parasitic ones; 















(3) colds; (4) disease of the tonsils; (5) 
dental caries; (6) otitis; (7) syphilis; and 
(8) tuberculosis. Rarer causes are. Hodg- 
kin’s disease, leukemia, primary and sec- 
ondary neoplasms, and German measles. 

Among the acute enlargements colds tend 
to involve the anterior groups, with prompt 
subsidence as the cold improves. As a rule 
this type of case does not suppurate. This 
is also true of the type that follows tonsil- 
litis. Suppuration is frequent in the case 
that follows trauma and infection, and to 
a less extent in glandular involvement fol- 
lowing otitis media. Infection of the pos- 
terior pharyngeal group is quite serious on 
account of the dysphagia, dyspnea, and 
dysphonia that occur in addition to the dan- 
ger of death from edema of the glottis, 
pneumonia or asphyxia from aspiration of 
the ruptured or incised abscess, and medias- 
tinitis from extension of the inflammation. 
In German measles the disease oftentimes 
begins with involvement of the posterior 
cervical glands, a point to bear in mind in 
differential diagnosis, suggesting the scalp 
as the source of infection. 

The symptoms of acute cervical adenitis 
are those of any other acute infection. Fol- 
lowing acute infection the glands that drain 
this area become swollen, palpable, tender, 
warm, painful, and are at times associated 
with redness if superficial, or tending to- 
ward suppuration. There is commonly 
edema in the presence of suppuration, and 
indeed it indicates suppuration in those 
cases of brawny swelling with the absence 
of fluctuation because the glands are lying 
under the dense deep fascia. Constitutional 
symptoms are mild or severe, depending on 
the amount of absorption of toxins. In in- 
fections of the superficial glands they may 
be absent, even in the presence of suppura- 
tion, while in deep infections they may be 
intense, especially where the lower chain of 
deep cervical nodes is involved, or where 
pus is held in by the deep fascia. In chil- 
dren high fever is not exceptional even in 
mild cases, nor subnormal temperature in 
sthenic old men. 

Treatment of these acute infections is 
aimed at removal or disinfection of the 
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focus, being guided by the exigencies of the 
given case. Pus, especially if it is under 
tension, or associated with severe constitu- 
tional symptoms, should be evacuated. This 
is done best by the Hilton method, which 
minimizes the danger of injuring impor- 
tant structures. Retropharyngeal abscesses 
are good cases for the bronchoscopic clinic. 
No curetting should be done and no gland 
removed ‘in the presence of acute inflam- 
mation. In the early stage of inflammation, 
local heat by hot compresses, flaxseed poul- 
tices or hot-water bottles should be used 
until the inflammation subsides, localizes, 
or suppurates. In the absence of suppura- 
tion the focus of infection should be re- 
moved first. If the focus is in the tonsil, 
a tonsillectomy should be performed. Fol- 
lowing this operation it often happens that 
there is an exacerbation of symptoms in 
the glands, which may go on even to rapid 
suppuration. This reaction is considered by 
laryngologists to be a favorable sign, both 
as regards the focus as being the right one, 
and the prognosis for relief from gland 
inflammation in the future being favorable. 
The adenoids drain into glands back of the 
ear, and their removal sometimes stirs up 
these posterior glands. In like manner ex- 
traction of teeth when truly the focus of 
cervical adenitis causes the same exacerba- 
tion of symptoms with prompt relief fol- 
lowing. It is fear of this increase of toxic 
absorption that makes the dentist loath to 
extract too many infected teeth at one 
sitting. 

In the consideration of the chronic type 
of cervical gland enlargement the differen- 
tial diagnosis and treatment are most im- 
portant. For diagnostic purposes chronic 
lymphadenitis cases may be classified into 
those of (1) simple chronic inflammation; 
(2) tuberculosis; (3) luetic; (4) Hodg- 
kin’s disease; (5) leukemia; and (6) neo- 
plasms. 

Simple chronic lymphadenitis has a focus 
of infection that can usually be readily 
found by physical examination or history. 
It is as a rule confined to the regional lymph 
nodes into which the focus drains, at times 
spreading further by continuity and con- 
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tiguity. It is frequently associated with a 
periadenitis and suppuration is not uncom- 
mon. The glands are palpable, enlarged, 
slightly tender, and tend to become some- 
what adherent to each other and neighbor- 
ing structures. When the 
subsides ‘the glands 
palpable. 

Witness for example in Table I the num- 


inflammation 


as a rule remain 
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discrete, not tender or enlarged nodes, 
painless, and freely movable. 

Hodgkin’s is first noticed at the root of 
the neck, but later involves other groups of 
glands, especially the axillary group. Each 
gland rapidly increases in size, large masses 
forming like bunches of grapes, there being 
no inflammation or suppuration, and pain 
only from direct nerve pressure. 


TABLE I. 


FREQUENCY OF 


Posterior CERVICAL 


Gitano ENLARGEMENT. 


Total number examined. 


9 10 11 
360 43 53 
11 11 10 
15 21 17 


80 


62 75 


Number with palpable 


24 23 


29 
0 / 7 / 
9 d 18 15 

9 


45 48 51 


ber ‘6f..children with palpable posterior 
cervical: glands (63 per cent), presumably 
healthy children except for the fact that 
they have or have had pediculosis capitis. 
Over 90 per cent of these children have 
perfect teeth and have had tonsils and 
adenoids removed, with the result that other 
cervical enlargements are present in less 
than 10 per cent. 

The tuberculous lymphadenitis begins 
most often in the submaxillary group of 
glands and tends to run along in chains 
horizontally, and especially down the an- 
terior cervical chain toward the clavicle. 
The glands become enlarged, palpable, 
painless, at first discrete, but as necrosis 
develops with periadenitis the conglomerate 
mass of glands becomes fused. Attachment 
occurs to the skin, and with secondary 
infection through the skin sinuses develop 
from one or more broken-down glands. 
These are hard to heal with curettage and 
leave ugly scars. There may be foci of 
tuberculosis elsewhere in the body. 

Luetic lymphadenitis in the early stage is 
confined to the regional nodes draining the 
chancre, but later is especially noted in the 
submental and occipital groups as_ hard, 
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glands. 

36 30 27 
12 5 10 
7.44 464 


65 49 51 


23 


50 


0 
0 
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Leukemia closely resembles Hodgkin’s:or 


‘pseudoleukemia, the blood picture telling 


the story. 

Among the neoplasms primary lympho- 
sarcoma shows the typical rapid growth and 
infiltrating character of malignancy. The 
metastatic tumors are usually carcinomatous 
from drainage tracts above or from upper 
extremities, breast, mediastinum, and _ oc- 
casionally on the left side from the posterior 
wall and fundus of the stomach. 

The treatment of several of these being 
largely medical can be dismissed in a few 
words. Syphilis, proven by the Wasser- 
mann test and provocative treatment, is 
treated specifically. Leukemia and Hodg- 
kin’s disease are no longer considered sur- 
gical other than to the extent of removal 
of a gland under local anesthesia for patho- 
logical examination. X-ray and radium 
therapy are indicated rather than the knife 
except as a diagnostic and symptomatic 
agent. Neoplasms are as a rule past hope 
as far as surgery is concerned, except early 
and in the submental group, since bilateral 
drainage anastomosis means involvement 
wide of the palpable nodes. Preoperative 
radiation, operation and postoperative radia- 
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tion offer the best chance. Operation must 
be a bloc dissection of one side of the neck 
at a time. 

In simple chronic lymphadenitis the effect 
should first be tried of removal of possible 
foci. Small palpable glands causing no 
symptoms should be let alone. Small nests 
of glands not increasing in size, nor causing 
symptoms, are not to be touched. Glands 
in a state of active inflammation should be 
treated palliatively with hot applications, 
teliadonna ointment, etc., until suppura- 
tion occurs, when they should be incised 
and drained. Excision of glands should 
not be performed in the presence of. exist- 
ing acute periadenitis. In supposedly clean 
cases in which a necrotic gland is opened 
during the course of operation, it is best 
to stop the operation, being content to 
curette and drain the cavity until the re- 
sulting sinus has healed. In cases of 
threatening rupture it is wise to anticipate 
this rupture by an incision placed in a skin 
crease, and in a ‘position for good drainage. 
This lessens the resulting scar and prevents 
the skin puckering seen in cases of spon- 
taneous rupture. Deep drainage of ab- 
scesses should be done by Hilton’s method, 
a skin incision, puncture of the deep fascia 
with a closed hemostat which is then 
opened widely and withdrawn. Cultures of 
the pus should be taken if possible. 

In tuberculous adenitis as a rule the 
glands should be removed prior to sinus 
formation or degeneration—in other words, 
as soon as the diagnosis is made. In cases 
of doubt a biopsy may be done. This makes 
the operation a local one and obviates that 
horrible operation of bloc dissection with 
its incision across the skin folds and turn- 
ing of flaps. In the present adenectomy a 
‘small transverse or oblique incision is made 
over the mass of glands, through skin and 
platysma, splitting the deep fascia if neces- 
sary, and the glands are removed by blunt 
dissection with curved blunt-pointed scis- 
sors, following the natural cleavage planes 
and clamping vessels as they are reached, 
before cutting. On the left side special 


care is taken to avoid injury to the thoracic 
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duct at the junction of the jugular and sub- 
clavian veins. At the middle of the pos- 
terior border of the sternomastoid muscle 
the spinal accessory nerve is looked for and 
preserved. In bloc dissections it may be 
necessary in rare cases to cut the muscle; 
if so it should be done high above or below 
the middle in order to preserve the nerve 
supply. In the cases in Table II at least 
ten nerves were cut. The anterior chain of 
glands is frequently adherent to the interrial 
jugular vein, which may have to be re- 
sected during the course of the operation. 
The vagus nerve may be injured unless care 
is taken to preserve it in stripping the ves- 
sels. In, the past three years many infec- 
following the closure of cervical 
wounds have been avoided by packing the 
wound wide open at the conclusion of the 
operation and then closing ,by secondary 
suture in about three days if found to be 
clean. 


tions 


Bloc dissection except in the case 
of malignant disease has been supplanted 
by the use of a number of more or less 
parallel transverse incisions. 


TABLE IT. 
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Table II will give a very good idea of 
the survey of cervical adenitis in cases that 
had enough data for comparison. It can 
be seen that the percentage of bloc dissec- 
tions has rapidly decreased. Of the three 
done in 1923, two were for carcinoma, only 
three of which type of case are listed in this 
table. It is interesting to note the number 
of cases clinically diagnosed as tuberculous 
that were confirmed by the pathological 
examination. It is a little misleading, inas- 
much as the reports showing no giant cells 
and little or no necrosis, but with lympho- 
cytic hyperplasia, are all diagnosed tuber- 
culosis. There is probably also an error in 
the number of cases of Hodgkin’s disease 
in the days before the Reed picture was 
recognized. 


TABLE III. 
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Table III gives a bird’s-eye view of the 
positive foci of infection that might have 
accounted for some of the enlargements 
that were called tuberculous. 


TABLE IV. 

Pathological Diagnoses of Cervical Gland Specimens, 
1923 1924 

SEER EIS OTE CDE CELT 17 19 
Chronic inflammation ........... te sab d's 5 13 
Metastatic carcinoma ...............cs00. 4 7 
eS ss. so vba. s b's sn vleseie ss 4 1 
Re eee 2 0 
PINE 235 55k wes we aiees bv sanaeiesin 1 2 
SIF PEROT OO e 1 0 
ET REA ae oe 0 1 
Malignant branchioma .................. 0 1 
MUMMERS. Sach tls bora 60.6 vw Bhle tte byes eae 34 a4 


Table IV is made from data furnished by 
the Pathological Laboratory. Discrepancy 
in figures with other tables is explained by 
the fact that some of these glands were 
biopsy specimens of patients never admitted 
to the hospital, but sent to clinic for re- 
moval of a gland for diagnosis under local 
anesthesia. 

The importance of tonsillectomy in rela- 
tion to cervical gland therapy was not gen- 
erally recognized until Ballinger called at- 
tention to it about 1910, and it was about 
four years later that dentistry began the 
revolutionizing crusade that has markedly 
cut down the number of cases of adenitis in 
hospital in spite of a doubling of bed capac- 
ity. Due credit must therefore be given to 
the dentist and laryngologist. 

It is therefore evident that the trend of 
modern surgery is to be conservative in the 
chronic cases, eradicating foci of infection 
before operation where possible, operating 
at an early date when an operation is neces- 
sary, anticipating complications, and in 
short treating glands as helpful friends that 
need help in turn, in the direction of lessen- 
ing the load they carry. 








The Medical and Surgical Aspects of Amenorrhea 


BY P. BROOKE BLAND, M.D. 
Assistant Professor of Gynecology in the Jefferson Medical College, Philadelphia, Pa. 


Significance and Definition. — Amenor- 
rhea—relative or absolute—is not a path- 
ologic entity. It is a clinical symptom, an 
expression of an underlying physiologic 
condition or a pathologic disorder, either 
local or systemic. The symptom is defined 
as relative when characterized by a marked 
diminution in the menstrual flow, and abso- 
lute when the process is wholly absent. It 
is defined as physiologic when dependent 
upon a physiologic condition, and pathologic 
when resulting from an underlying morbid 
lesion. Amenorrhea, customarily, is de- 
scribed also as primary and secondary, the 
first referring to a total failure of men- 
struation to appear, and the second to a 
cessation of the function after its normal 
advent. 

Importance in Diagnosis.—Diagnostical- 
ly, amenorrhea is one of the most significant 
as well as one of the most important 
gynecologic symptoms. To inadvertently 
or carelessly disregard amenorrhea as of 
true diagnostic import is to court embar- 
rassment, if not sheer chagrin. 

Many, if not most, of the flagrant mis- 
takes in pelvic diagnosis, as, for example, 
the accidental introduction of a sound or 
curette into a pregnant uterus, or still 
worse the extirpation of a pregnant uterus 
for a suspected myoma, result from failure 
to note the date of the last menstruation— 
the presence and duration of an amenor- 
rhea. 

Etiology.—For a comprehensive study of 
the therapy of amenorrhea it is essential to 
analyze some of the conditions influential 
in its cause. 

Physiologic amenorrhea, dependent upon 
temporary alteration in genital function, as 
pregnancy, parturition, and lactation, does 
not call for lengthy consideration in this 
paper, more than to say that it is an invari- 
able and most important diagnostic sign of 
Pregnancy, either within or without (en- 
topic or ectopic) the uterine cavity. 
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Occasionally, however, the menstrual 
flow occurs during the early months of 
pregnancy (first and second), so much so 
as to excite confusion in determining ac- 
curately the date of full term or the two 
hundred and eightieth day. In exceptional 
cases the periods may recur regularly or 
irregularly: for a longer period and extend 
to the sixth or seventh month of gestation. 

Amenorrhea is the rule during the early 
months of lactation, but in the latter months 
the flow usually returns. The most depend- 
able figures regarding menstruation during 
lactation have been compiled by Ehrenfest. 
This author, in reporting the case histories 
of two hundred and fifty-seven nursing 
mothers, found that menstruation returned 
in one hundred and thirty-two (51.3 per 
cent) within three months after delivery, 
and in 83.3 per cent the flow reappeared be- 
fore the babies were weaned. In 16.6 per 
cent only was the function in complete 
abeyance throughout the period of lacta- 
tion. 

The principles concerned in the etiology 
of lactation-amenorrhea are not understood, 
though several hypotheses are mentioned. 
Some writers regard placental products as 
influential, while others look upon the 
ovaries as the probable seat of inhibition, 
and still others point to the mammary gland 
as the etiologic source. 

It. is probable that an. inhibitory princi- 
ple—a chalone—is responsible, but which 
member of the endocrine system elaborates 
the product is not known. Most writers 
believe that the inhibitory principle is manu- 
factured in the ovary. That amenorrhea 
results invariably from lactation is uni- 
versally known, but the causative relation 
is not known at all. 

Physiologic amenorrhea is often present 
during the early years—“dodging period” — 
of menstrual life, and again during the 
“skipping period” of the years associated 
with the climacteric. 
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There is another subdivision of amenor- 
rhea, though somewhat paradoxical, de- 
scribed under the term “functional amenor- 
rhea.” In this category are placed those 
cases arising in the absence of disease, 
either in the pelvic organs proper or in the 
vital systemic organs. Included in this 
division are cases developing from exposing 
the body to abrupt changes in temperature, 
wetting the feet (catching cold), change 
of climate, and psychic conditions, as, for 
example, cases occurring in women who 


desire offspring or in those who fear they 
.may be pregnant illegitimately. : 


Finally, functional amenorrhea some- 
times arises as a result of subnormal phy- 
sical health, brought about by bad hygienic 
conditions or overexertion, both physical 
and mental, especially the latter, as, for 
example, in students who figuratively suc- 
cumb to prolonged arduous study. 

Emil Novak, under amenorrhea result- 
ing from psychic conditions, refers as an 
outstanding type to many cases occurring 
in German and Austrian women during the 
World War. The condition was evidently 
so frequent that it was thought worthy of 
a special term and is described as “Kriegs- 
amenorrhoe.” 

Constitutional Disease and Amenorrhea. 
—Pathologic amenorrhea may be due both 
to systemic and local disease. The systemic 
conditions may be either acute or chronic. 
Of the former, the acute infectious diseases, 
as typhoid fever, pneumonia, influenza, 
smallpox, parotitis, tonsillitis and septic 
processes in general are the most prominent. 

In the diseases mentioned amenorrhea is 
not necessarily the rule, though it does oc- 
cur almost invariably during the convales- 
cent stage. As a noteworthy example of 
an exceptional type the following case 
history is cited to show the occasional un- 
usual influence of typhoid fever on the 
menstrual function : 

Miss M. E., aged eighteen, college stu- 
dent, feminine appearance, referred by Dr. 
Harry W. Stout, of Wenonah, New Jersey. 
Menstruation began at the age of twelve. 
The periods have been regular, recurring 


at intervals of from twelve to sixteen weeks 
or longer. The flow usually is free and it 
continues from five to seven days. It is 
not accompanied by pain or the discharge 


of clots. The general health of the patient 


always has been good. In the winter of 
1921 she suffered a severe attack of typhoid 
fever, which was attended with a slow and 
prolonged convalescence. 

In December, 1923, the patient came 
under the care of the writer. Her general 
physical condition appeared normal. She 
weighed one hundred and_ twenty-nine 
pounds and her blood-pressure registered 
108/80. The blood examination showed 
red cells 4,200,000, white cells 6400, and 
a hemoglobin of 80 per cent. 

Examination of the pelvic organs re- 
vealed the uterus normal in position, size, 
contour, and consistence. There was no 
palpable disease of the ovaries and the thy- 
roid gland was not enlarged. Even though 
the menstrual function was relatively nor- 
mal prior to 1921, the patient has not men- 
struated since the typhoid infection suffered 
in that year, nor has she experienced men- 
strual molimina. ' 

In connection with acute infectious dis- 
ease as a cause of amenorrhea, I should also 
like to cite the recent observation of a pa- 
tient who developed amenorrhea during an 
attack of encephalitis lethargica, and which 
has been more or less persistent ever since. 
The following is an outline of the patient’s 
clinical history : 

Mrs. E. R., aged twenty-seven, feminine 
type. The patient has never had any serious 
illness. Menstruation began at the age of 
thirteen. The flow has always been regular, 
continuing for three days. It usually is 
free and is not accompanied by pains or 
clots. The last period occurred eleven 
months ago. 

The patient had at this time, March 17, 
1922, lactation-amenorrhea. She was mar- 
ried at twenty-two and had four preg- 
nancies. One pregnancy terminated in a 
spontaneous miscarriage at the third month. 
Two pregnancies terminated normally at 
term. One went to full term and the baby 
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was delivered by instruments. The patient 
was torn, but not sutured. 

In May, 1924, the patient suffered an 
attack of encephalitis lethargica. She was 
seriously ill in bed for eight weeks. Prior 
to this iliness she had a normal menstrual 
flow. She did not menstruate during the 
course of the disease, but has menstruated 
since on three irregular occasions. Her last 
period occurred on October 1, 1924. Con- 
incident with the irregularity in menstrua- 
tion the patient rapidly increased in weight. 
Prior to the “sleeping sickness” she weighed 
one hundred and fifty-two pounds. She 
now weighs one hundred and sixty-eight 
pounds. Examination of the pelvic organs 
was normal. There was no enlargement of 
the uterus indicative of an early pregnancy. 

Influenza and Amenorrhea.—This disease 
is nearly always associated with menstrual 
disturbance, but, except during the con- 
valescent period, menorrhagia is much more 
frequent than amenorrhea. 

During the influenza epidemic of 1918, the 
writer found menorrhagia a common symp- 
tom during the atute stage of the disease 
and much more frequent than amenorrhea. 
This observation was also made by Esch and 
others. 

Hollander and Gratiot call attention to 
amenorrhea as a sequel of severe influenza. 
The precise action of the disease in causing 
the symptom, they claim, is not understood, 
but it probably results from toxic processes 
on the ovaries and other ductless glands. 
In some cases they believe that secondary 
infectional factors are operative. It is prob- 
able that the secondary anemia resulting 
from the infection is influential, since in 
nearly all cases normal menstrual function 
returned after restoration of physical health. 

Chronic Systemic Disease and Amenor- 
rhea—The chronic systemic diseases often 
associated with amenorrhea may be sum- 
marized in order of prominence as follows: 

(a) Tuberculosis. 


(b) Chlorosis and the primary anemias 
in general. 

(¢) Secondary anemia. 

(d) Diabetes mellitus. 

(e) Nephritis. 


(f) Endocarditis. 

(g) Syphilis. 

(h) Organic nervous disease. 

(4) Drug addiction. 

While amenorrhea is a symptom of more 
or less importance in all the conditions men- 
tioned, it is most prominent and most sig- 
nificant in tuberculosis. Occasionally the 
symptom may occur in the early stage of 
this disease, though in most instances it 
does not appear until the disease has reached 
its terminal phase with more or less lung 
destruction. 

In certain cases amenorrhea may arise 
even in the incipient stage of tuberculosis, 
and it is well to keep this in mind when. 
searching for the cause of the symptom. It 
is in advanced tuberculosis, however, that 
the symptom becomes transcendent. 

In a study of a large series of’ cases 
Friedrich showed that fully eighty-five per 
cent developed amenorrhea. The figures of 
Welch, quoted by Novak, show in the early 
cases amenorrhea in 11.9 per cent, in more 
advanced: cases with both lungs diseased in 
23.7 per cent, and in still more advanced 
cases in 62.5 per cent. 

The writer believes it quite safe to state 
that the advent of amenorrhea in .tubercu- 
losis is most ominous, and from this symp- 
tom alone one can say that most patients 
have but a few months to live. 

There are many theories advanced as to 
the cause of amenorrhea in tuberculosis. 
M. Stanitch suggests that acute tuberculosis 
acts as an atypical septicemia in arresting 
menstruation by inhibiting the “ovarian 
stimulus.” In progressive lesions, he says, 
menstruation may be deficient or irregular. 
In advanced “ulceration with cavitation” 
severe toxic absorption, he believes, excites 
the symptom. 

On the basis of twenty years’ experience 
Carl Sturhl asserts that pathological amen- 
orrhea from local causes is rare in girls at 
puberty. Puberty-amenorrhea, he says, is 
often one of the first signs of latent tuber- 
culosis which may develop fully only after 
some years. 

Endocrine Disturbance and Amenorrhea. 
—Probably the most outstanding systemic 
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cause of amenorrhea is functional or or- 
ganic alteration in one or more units of 
the endocrine system. Since it is universal- 
ly conceded that the governing factor of 
menstruation resides in the ovaries, and, 
furthermore, that the function is governed, 
as taught by Frankel, by the corpus luteum, 
it is obvious that any serious derangement, 
ether functional or organic, in the ovaries 
will inevitably be followed by some irregu- 
larity in the menstrual process. 

It is also generally accepted that there is 
an exceedingly close relationship between 
the ovaries (the chief pelvic organs of in- 
ternal secretion) and the other ductless 

-glands. It may be difficult, therefore, as 
* pointed out earlier in this paper, to deter- 
mine in a given individual which gland or 
which combination of glands may be re- 
sponsible for the trouble. 

Novak claims that “it is almost a truism 
to say that menstruation is influenced by de- 
rangements in practically any part of the 
ductless gland chain.” In addition to the 
ovaries the other ductless glands sometimes 
influential in. the production of amenorrhea 
are the thyroid and pituitary. 

The Thyroid.—The influence of alteration 
in the thyroid gland upon menstruation is 
not constant. In hyperfunction there may 
be an increased and prolonged flow (menor- 
rhagia) or there. may be a diminution in 
both the quantity and length of the flow. 
Similar phenomena are sometimes associated 
with subfunction of the gland. Since dys- 
function of the thyroid on menstruation is 
so uncertain in its action, there has not de- 
veloped a union of opinion regarding the 
relationship of the thyroid to the menstrual 
function or its relation to the other members 
of the endocrine chain. It has been pointed 
out, however, that amenorrhea is much more 
likely to occur in overfunction than sub- 
function of this prominent unit of the duct- 
less gland system. 

The Pituitary—The most typical, and 
figuratively the most imposing, type of 
ductless-gland-amenorrhea, is that arising 
from altered function or structure of the 
pituitary gland, as exemplified in adiposo- 
genital dystrophy (Frohlich’s syndrome). 
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Formerly there was considerable misinter- 
pretation regarding the relationship of 
obesity and amenorrhea. By some writers 
obesity was looked upon as responsible for 
the altered menstrual process, while others 
held the view that absence of menstruation 
favored the accumulation of fat. It is now 
known, as demonstrated by Cushing, Fréh- 
lich, and others, that alteration in the ante- 
rior pituitary body is sometimes character- 
ized, first, by marked stimulation of body 
growth, due to the accumulation of an in- 
ordinate amount of fat, and second, by 
hypoplasia of the genital organs, often 
manifested by amenorrhea and not infre- 
quently by sterility. 

Alteration often is still further charac- 
terized, in addition to enormous body de- 
velopment, by a masculine physiognomy, 
especially with respect to distribution of 
hair, sex features, voice, and appearance in 
general. The functions of the pituitary 
gland are varied and manifold. In general 
it may be said that the posterior lobe with 
the pars intermedia elaborates an autocoid 
concerned in the physiologic activities of 
unstriped muscle fiber, while the anterior 
lobe is concerned largely with nutrition, 
especially in bodily and sexual development. 

The ultimate results of derangement in 
the pituitary on body economy are depen- 
dent either on hyper- or hypo-function. 
Giantism and acromegalia are instances of 
the former, and dystrophia adiposogenitalis 
is an example of the latter. Giantism oc- 
curs if the disturbance begins before pu- 
berty, and acromegalia after puberty. Un- 
like in thyroid disturbance, genital altera- 
tion is more commonly associated with sub- 
function than with overfunction. As ex- 
amples of pituitary-amenorrhea, if one may 
use that.term, the following case histories 
are appended: 

Case 1.—Miss E. H., aged 20, clerk, 
masculine appearance. The patient, except 
for an attack of diphtheria at the age of 
seven, has always been well. 

_ Menstruation began at the age of fifteen, 
but it has never recurred regularly. The 
flow always has been extremely scanty, and 
it never continues for more than two or at 
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the utmost three days. It is not accom- 
panied by clots or pains. The patient has 
been gaining weight rapidly, and when pre- 
senting herself for treatment she weighed 
two hundred and twenty-two pounds. With 
the rapid increase in weight there has been 
a corresponding diminution in the menstrual 
discharge, amounting at the present time to 
a simple “show” or “‘spotting.” There also 
has been a corresponding disturbance in 
periodicity, the intervals ranging from three 
to six months. 

Pelvic examination disclosed the uterus 
in good position, but of the infantile type. 
The ovaries, owing to the enormous ac- 
cumulation of abdominal fat, were not 
palpable. The thyroid gland did not show 


” 


_ any abnormality. 


Case 2.—Miss M. G., aged 28, nurse, 
masculine appearance. The patient has had 
pneumonia, but no other acute infectious 
disease. 

Menstruation began at the age of thirteen. 
The flow recurred regularly and continued 
for four days. It was always free and not 
accompanied by pain or the discharge of 
clots. The last period occurred in Septem- 
ber, 1919, two years before the patient pre- 
sented herself for examination and treat- 
ment. In 1919 the patient began to increase 
rapidly in weight, and at the same time she 
noticed an abrupt cessation in menstruation, 
the flow not recurring since. 

Her weight in 1921 was two hundred and 
sixteen pounds. Her general appearance 
with regard to body configuration and dis- 
tribution of hair was typically masculine. 
There was no gross evidence of thyroid 
disorder, but the uterus was hypoplastic and 
of the typical infantile type, with a small 
conical cervix and an atrophic body. 

Case 3.—Mrs. S. L., aged 32, frankly 
masculine in appearance. The patient has 
never suffered with an acute infectious 
disease. Her appendix was removed in 1921. 

Menstruation began at the age of twelve. 
The cycle has never pursued a regular 
course, and the flow, lasting from three to 

four days, has always been scanty. The 
intervals varied from three to four months. 
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The last period occurred in June, 1921, 
more than three years before the patient 
applied for treatment. She was married at 
the age of twenty-four, but has not con- 
ceived. 

The patient is of the typical masculine 
type, especially with regard to body forma- 
tion, voice, and distribution of both pubic 
and facial hair. There was not apparent dis- 
turbance in the thyroid gland, but the uterus 
was found hypoplastic. The weight of the 
patient was one hundred and sixty-seven 
pounds. 

An #-ray examination made by Dr. Leon 
Solis-Cohen showed the following: ‘The 
sella turcica smaller than normal. Increased 
density within the pituitary fosse. The an- 
terior clinoid processes are blunt and slope 
downward. The posterior clinoid processes 
are vertical and almost bridge the fossz.” 

Local Diseases and Amenorrhea.—lIt is 
generally conceded that gross disease of the 
genital organs is more likely to be associated 
with an increased and prolonged menstrual 
flow rather than with amenorrhea. 

The local disorders associated with an 
absence of the menstrual process are: 

1. Hypoplastic conditions of the uterus 
and ovaries, usually resulting from endo- 
crine imbalance, and to which reference 
already has been made. 

2. Congenital absence of the genitals. 

3. Congenital or acquired stenosis of 
some portion—vagina or cervix—of the 
birth canal. 

Amenorrhea, resulting from a congenital 
or acquired stenosis in the lower part of 
the genital tract, should really be looked 
upon as an instance of “retained men- 
struation,” though most writers refer to 
congenital deformities of the reproductive 
tract, such as have been mentioned, as 
causes of amenorrhea. While certain forms 
of obstruction of the lower third of the 
genital tract invariably will cause an ab- 
sence of the menstrual flow, the condition 
is not necessarily without menstrual symp- 
toms. Monthly molimina are usually pres- 
ent, though the discharge of blood is 
absent. The following case histories are 
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typical of retention-amenorrhea, due to 
congenital obstruction of the genital tract. 

Case 1—Miss C. H., aged eighteen, 
school-girl, feminine appearance. The gen- 
eral health of the patient has always been 
good. For more than four years the patient 
has experienced rather regular though 
vague uneasiness and discomfort in the pel- 
vis. For more than one year systemic mo- 
limina have been regular and prominent. 
Locally the patient has experienced periodic 
attacks of rather severe pelvic distress. 
These attacks would last for two or three 
days, corresponding to the duration of a 
normal period. 

Examination disclosed a uniform globular 
mass, soft in consistence, rising progres- 
sively from the pubic symphysis and reach- 
ing its greatest prominence midway between 
the symphysis and umbilicus. The mass 
corresponded in size to a four months’ 
pregnancy. Inspection of the vulva dis- 
closed a bulging membrane, livid in hue, 
which was recognized as an imperforate 
hymen. A diagnosis of hematocolpometra, 
due to imperforation of the hymen, was 
made. Under anesthesia the obstructing 
membrane was incised, the cavity irrigated 
and packed loosely with iodoform gauze. 
The recovery of the patient was prompt, 
and she has memstruated regularly since. 

Case 2—Miss J. B., aged thirteen, school- 
girl, referred by Dr. William H. Bernhardt, 
of Philadelphia. This patient was seen for 
the first time on November 7, 1923. For 
five or six months previously she had ex- 
perienced systemic menstrual molimina with 
periodic attacks of pelvic distress. For two 
weeks before applying for treatment she 
suffered with rather severe pain in the back 
and pelvis. There was also some difficulty 
experienced in urination. 

The examination of the abdomen was 
negative, but inspection of the vulva re- 
vealed a protruding imperforate hymen with 
a large hematocolpos. The hymenal mem- 
brane was incised, the vaginal canal irri- 
gated with warm saline solution and packed 
loosely with gauze. The recovery of the 
patient was very prompt and she is now 
menstruating regularly. 


TREATMENT. 


The varied and manifold causes of 
amenorrhea emphasize the importance of 
searching for and treating the etiologic fac- 
tor rather than the symptom itself. This is 
the first essential in therapy, but the meas- 
ures to be adopted may conveniently be 
divided into medical, electrical, and surgi- 
cal. The medical treatment may still further 
be classified as “systemic” and “local.” 

Systemic Treatment.—The systemic treat- 
ment of amenorrhea will depend largely 
upon its cause. A proper hygienic régime 
with respect to fresh air, rest, bathing, exer- 
cise, proper environment, work, and the 
regulation of the excretory functions, must 
be adopted in all. 


A proper dietary is extremely important, ° 


and this needs emphasis, since a dietary ré- 
gime for the physically subnormal would 
be wholly unsuitable for the physically 
robust, as typified in the adiposogenital 
dystrophy of Frohlich. In the former, diet 
of a highly nutritious nature, especially a 
diet rich in blood reconstructives, as fruit 
and green vegetables and weight builders in 
general, is indicated, while in the adipose 
a restricted diet with a view of weight re- 
duction is to be adopted. In the latter ‘this, 
indeed, is most important, even more so 
than the administration of drugs or the 
adoption of other means. 

At this time it is pertinent to say that in 
young nulliparous patients, exclusive of 
endocrine dysfunction, amenorrhea should 
be looked upon as having a physiologic 
basis, and to avoid embarrassment the 
symptom should be so regarded until a 
careful pelvic examination under anesthesia, 
if necessary, determines other conditions 
as causative. Until a diagnosis as to cause 
is made no treatment should be instituted. 

Drugs.—The drugs employed in the treat- 
ment of amenorrhea may conveniently be 
grouped under three heads: 

(a) The hematinics. 

(b) The emmenagogues. 

(c) The organic extracts. 

The Hematinics—Drugs endowed with 
blood-building qualities are of real service 
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in cases of amenorrhea, especially those de- 
pendent upon primary derangement in the 
blood, as, for example, chlorosis, or the 
secondary anemias, following loss of blood 
or septic processes. Of the hematinics of 
value iron stands preeminent. This may be 
administered by the mouth, in pill or liquid 
form, or it may be given hypodermically. 
The most convenient and least objectionable, 
and, all in all, the most satisfactory, prep- 
aration of iron is Blaud’s pill. This may be 
given alone or it may be combined with 
arsenic as follows: 


R Acid arsenosi, gr. j; 
Ferri carbonat., 3ij. 
M. F. Caps. No. xxiv. 
S.: One three times daily after meals. 


In liquid form the drug may be adminis- 
tered as the tincture of the chloride of iron 
or as the syrup of the iodide of iron. The 
liquid preparations are not pleasant to take. 
They are objectionable also because, owing 
to prolonged administration, they may give 
rise to disorders of the stomach, and fre- 
quently they discolor the teeth, 

One may, however, alternate with the 
liquid and solid preparations as well as 
with hypodermic medication. The prep- 
aration of iron usually administered hypo- 
dermically is the ammonia citrate. This is 
prepared in aseptic glass ampoules, contain- 
ing from one-half to two grains. A com- 
bination also may be administered hypo- 
dermically in the form of sodium cacody- 
late. 

In the primary anemias iron alone or 
with arsenic combined must, as emphasized 
by Novak, be given generously and over a 
period of some months. Failure, in for in- 
stance chlorotic amenorrhea, is not due to 
the drug, but to insufficiertt dosage and 
brevity of administration. Sometimes the 
combination of a vegetable laxative, as cas- 
cara sagrada or aloes, in chlorotic amenor- 
thea—a type in which constipation is often 
intimately associated, if not in some way 
etiologically related—is quite in accord with 
good pharmacologic practice. 

Howard Kelly says: “The constipation 
which almost always accompanies chlorosis 
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requires constant attention, but to relieve 
the condition I prefer the saline laxatives.” 

The Emmenagogues.—The drugs classed 
as the emmenagogues have not received 
general approbation in the treatment of 
amenorrhea. Kelly does not recommend 
them because, he claims, “their action is 
extremely uncertain.” Of the drugs falling 
under the head of- “emmenagogues” the 
most conspicuous is manganese. This may 
be administered in the form of manganese 
dioxide—three to five grains in capsules or 
pills, three times daily after meals. Per- 
manganate may be used also, in pill form or 
in capsules, giving from one to three grains, 
three times daily. 

Apiol, a derivative of common garden 
parsley, is sometimes used as an emmena- 
gogue. It is dispensed, owing to its dis- 
agreeable taste, in soft gelatin capsules, each 
capsule containing two to eight minims of 
the drug. The administration of apiol 
should begin several days before the date 
of the expected flow. H. A. Hare states 
that “‘apiol does not possess an abortifacient 
action, though it often is used with that 
object in view.” 

Another vegetable preparation used as an 
emmenagogue is aloes. This may be ad- 
ministered in the form of purified aloes 
(grains two to five) or its active principle, 
aloin (grain one-half). Hare recommends 
a combination of aloes and iron, because 
iron, he claims, improves the blood and the 
aloes favors a determination of blood to the 
pelvic viscera; besides, in some unknown 
way, aloes favors the assimilation of iron. 
Aloes and iron are sometimes administered 
jointly in the form of the official pill: 


R- Aloes, grain j; 
Ferri sulphate, grain j. 


The Organic Extracts—Organotherapy is 
practiced extensively — probably too ex- 
tensively—yet properly and discreetly em- 
ployed it fills an important niche in the 
resources of the gynecologist, despite the 
fact that it is used largely on empiric lines. 
The method has been harshly—probably too 
harshly—criticized, but to criticize and con- 
demn organotherapy simply because. it is 
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founded on empiricism is to condemn thera- 
peutics in general. Most drugs, of whatever 
nature, are administered empirically. It 
may be said in extenuation that organo- 
therapy is not practiced wholly on empir- 
icism because, as expressed by Murray, 
“certain phases of this plan of treatment 
are based on sound physiologic principles 
and have proved of great value.” Those 
who appear as its severest critics also ap- 
pear to be, at the same time, its champions. 
Those who ridicule it most seem to employ 
it most. It is interesting, if not amusing, 
to observe the inconsistency of many wri- 
ters who scathingly condemn organotherapy 
on one page and then recite the brilliant 
results they have obtained from its use on 
another. , 

It is interesting to study the recent ad- 
vance, for example, in ovarian pharmacol- 
ogy. L. Pouloit refers to the work of Isco- 
vesco, who isolated from the ovaries, li- 
poids having an inhibiting action on men- 
struation. It was shown that these agents 
were found only during the period of ma- 
turity and regression of the menstrual 
corpus luteum. 

In growing corpora lutea, on the other 
hand, a protamin has been found which 
has a diametrically opposite effect. It can 
be conceived, therefore, that normally the 
menstrual cycle is regulated by the proper 
secretion of these two antagonistic sub- 
stances. Consequently, lutein—a product of 
developing corpora lutea—would seem to 
be of value in cases of relative or absolute 
amenorrhea. Pouloit recommends six tab- 
lets of 2 cg. be given daily, beginning 
eighteen days after the last menstrual 
period. 

In the writer’s experience, organotherapy 
often has proved itself of real worth, and 
in certain instances, at least, the results 
have been so phenomenal as to place the 
method in the category of specifics, espe- 
cially in certain conditions considered in 
this paper. 

The following case history is cited to 
show the influence of organotherapeutics in 
endocrine amenorrhea and sterility: 

Mrs. L. B., aged 28, wife of a physician, 
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large and robust, feminine type. The 
patient has never suffered with any serious 
illness. Menstruation began at the age of 
sixteen and was always. irregular, the in- 
tervals lasting from six to eight weeks or 
longer. The flow was always quite free 
and continued for seven to eight days. The 
patient suffered, as a rule, with consider- 
able pain and she discharged small clots. 

She was married at the age of nineteen. 
Immediately after marriage the patient 
started to increase rapidly in weight. In 
two and a half years her weight increased 
from one hundred and twenty pounds to 
one hundred and sixty-eight pounds. The 
patient was placed on a rigid dietary and 
her weight was reduced. She was also 
given “the iodides.” This combination 
brought about a reduction in the weight and 
more regularity in the menstrual cycle. The 
patient became pregnant and was deliv- 
ered, normally, of a female child on June 
20, 191%. The baby seemed to be normal 
in every way, though it succumbed to 
“double” pnemonia at the age of six years. 

After the birth of the child the patient 
again increased rapidly in weight and her 
menstrual period once more became irreg- 
ular. Despite the anxiety of the patient for 
children she did not conceive. The patient 
came under the writer’s care on the tenth 
of December, 1923. Her blood-pressure 
was 114/78 and she weighed one hundred 
and sixty-four pounds. 

The pelvic examination was negative, 
and the uterus seemed to be in good posi- 
tion, normal in size, contour, mobility and 
consistency. There was no disease in the 
Fallopian tubes. The thyroid gland did not 
show any gross alteration. The patient was 
placed on a strict dietary, and she was 
given a combination of the glandular ex- 
tracts consisting of : 


Extract of thyroid gland, gr. 1/12; 
Extract of pituitary gland, gr. 1/12; 
Extract of ovary (whole), gr. 2%. 


On the Tth day of January, 1924, her 
weight registered one hundred and fifty- 
three pounds; on the 14th of February, 
one hundred and forty-four pounds ; on the 





















10th of March, one hundred and thirty-six 
pounds. On July 28th the patient menstru- 
ated last, or seven months after coming 
under observation. Her pregnancy is now 
pursuing a normal course and she should 
be confined on May 9th, 1925. 

In some cases of endocrine amenorrhea 
associated with genital hypoplasia of mod- 
erate extent the writer has observed on 
numerous occasions a reéstablishment of a 
normal menstrual cycle. He has observed, 
also, on several occasions conception follow 
the administration of the organic extracts, 
and he is convinced that conception was a 
direct result of the therapy and not simply 
a coincidence. . 

The method is also effectual in the adi- 
posogenital dystrophy of Frohlich. Weight 
reduction takes place, and with this usually 
a corresponding return of the menstrual 
flow. It is quite proper to add that in the 
obese a restricted dietary appears almost as 
necessary as the administration of the drugs. 

Even in amenorrhea dependent on or- 
ganic nervous disease, glandular therapy 
has sometimes proved of value. I. D. Hub- 
bard reports from St. Elizabeth’s Hospital, 
Washington, D. C., three insane patients 
who had periods of amenorrhea of five 
years, four years, and seventeen months, 
respectively. Two to five months after the 
administration of corpus luteum or dried 
ovarian and adrenal extracts menstruation 
reappeared. Two of the patients showed 
symptoms of hyperthyroidism, and it has 
been pointed out, by the way, that amenor- 
thea is much more likely in hyper- than 
hypo-thyroid function. 

In moderate genital hypoplasia with 
amenorrhea we have observed in some cases 
a reestablishment of regularity and an in- 
crease in the quantity and prolongation oi 
the flow. In these cases the fact that the 
drugs have had a specific action is con- 
firmed by a recrudescence of irregularity 
with the discontinuance of the drugs and 
a return of a normal cycle after their 
readministration. 

In patients with a relative or complete 
amenorrhea the organic preparations must 
be administered for a long period in the 
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form of substitutional therapy. In these, 
ovarian extracts may be used alone, but, 
as the syndrome is usually polyglandular 
in origin, better results are obtained if this 
be combined with pituitary and thyroid. 

Despite the assertion that oral admin- 
istration is futile, it is my custom to dis- 
pense powder preparations in capsule form. 
In the beginning it is prudent to adhere to 
small dosage, starting with one-twelfth of 
a grain each of pituitary and thyroid, and 
two and one-half grains of ovarian. The 
latter may gradually be increased to as_ 
much as five to seven grains. 

Naturally, dosage should be governed by 
the effect following administration. The 
reéstablishment of a relative normal func- 
tion would indicate proper dosage. 

With regard to organic drugs in amenor- 
rhea associated with gross ill-development 
of the genital organs, typified in the so- 
called infantile uterus, it is obvious that one 
could not anticipate normal menstrual resto- 
ration. An infantile uterus will remain in- 
fantile forever despite organotherapy, or 
for that matter, any other form of treat- 
ment. 

X-ray in Amenorrhea.—It seems para- 
doxical that the «-ray, used so frequently 
to induce amenorrhea, should also be used 
to correct the symptom. Flatau reports a 
series of cases which came under his ob- 
servation during 1920-22. In these the 
author states that “he did not obtain any 
success by ‘medicaments’ or by organo- 
therapy.” He did find that the Roentgen 
ray, if applied in small doses, afforded suffi- 
cient stimulation to bring about a cure in 
twenty-six out of thirty-eight patients, and 
in ten out of twelve others. 

In three other patients in whom men- 
struation was scanty or wholly lacking 
marriage was contracted, but they did not 
conceive. After irradiation normal men- 
struation was established and conception 
followed. Two of these patients were de- 
livered of healthy children at full term. The 
third patient had not reached maturity at 
the time the author submitted his report. 

In applying x-ray treatment Flatau gave 
one-fourth or one-fifth of the “ovarian 
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dose,” and the whole pelvic region below 
the navel became the effective field of the 
cone of radiation, the idea being not only 
to expose the hypoplastic sexual organs, 
but also the entire genital apparatus with its 
nerves and vessels as well. 
H. Thaler accounts for one hundred and 
forty-five cases of ovarian hypofunction, 
one hundred and eighteen of which re- 
mained accessible to prolonged observation. 
The patients included cases of primary and 
secondary anemia, with menstruation occur- 
ring at abnormally long intervals (opso- 
-menorrhea) and with deficient menstruation 
(oligomenorrhea). In most cases 8-10 H 
units were administered, separately or in 
pairs—two irradiations at a time being 
separated by an interval of eight days. If 
the treatment was repeated at all, an in- 
terval of one month was allowed to elapse. 
Thaler claims his _ results very 
satisfactory. Menstruation returned in 
thirty-six of fifty-five cases of secondary 
amenorrhea and continued regularly there- 
after. Among one hundred and ten cases 
irradiated it was interesting to observe that 
six subsequently became pregnant. 
Surgical Treatment—With regard to 
surgical treatment there is very little to say, 
though needless, meddlesome and mis- 
chievous surgery in amenorrhea is just as 
harmful and as damnable as it is elsewhere. 
The only indication for operative interfer- 
ence is in those cases of retention amenor- 
rhea. In these the simple incision of an 
imperforate hymen—the preéminent cause 
—is quite sufficient to allow the escape of 
imprisoned menstrual fluid and the reéstab- 
lishment of a normal menstrual cycle. 


were 


Many surgical sins have been committed 
in the treatment of amenorrhea. The most 
outstanding is dilatation and curettement. 
This procedure, so often practiced, has 
uniformly failed. Indeed, it would be fatu- 
ous to anticipate anything other than failure, 
especially in hypoplastic uteri, the type in 
which the operation most often is _per- 
formed, 

To dilate and curette an atrophic infan- 
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tile uterus with the expectation of over- 
coming an amenorrhea is absolutely foolish. 
Therapeutically, the procedure would do 
about as much good as scratching the pa- 
tient’s back. 

CONCLUSIONS. 


1. Amenorrhea is a symptom, not a dis- 
ease. 

2. In treating amenorrhea the source of 
the trouble should be searched for, and if 
found, this alone should be treated and not 
the symptom itself. 

3. The causes of the symptom are both 
physiologic and pathologic. 

4, In young nulliparous women a physi- 
ologic basis should be kept in mind, and 
no treatment should be applied until the 
true cause of the symptom is determined 
by careful pelvic investigation. 

5. Many of the flagrant mistakes in 
gynecologic diagnosis are dependent upon 
the careless collection of a clinical men- 
strual history, especially with respect to the 
date of the last period. 

6. Professional embarrassment, if not 
sheer chagrin in many cases, could be 
avoided if amenorrhea were given its full 
value as a diagnostic sign. 

?. In the functional amenorrheas of 
young women the adoption of a proper 
hygienic régime is often sufficient to over- 
come the symptom. This measure may be 
combined with the administration of drugs. 

8. In the chlorotic type of amenorrhea no 
preparation serves so well as iron alone or 
in combination with arsenic. 

9. In the endocrine amenorrheas organic 
drugs are specifically indicated. The ad- 
ministration of these should always be com- 
bined with a restricted dietary. Organo- 
therapy in cases of amenorrhea associated 
with moderate ill-development of the geni- 
tals is sometimes most gratifying. 

10. Amenorrhea associated with marked 
ill-development of the genitals, as exempli- 
fied in the infantile uterus, is futile, for an 
infantile organ will remain infantile for- 
ever, regardless of drugs or any form of 
therapy. 
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Some Menstrual Disturbances and Their Treatment 
with the Opposing Principles of the 
Corpus Luteum 


BY CONDE pe S. PALLEN, M.D. 
New York 


Although there is little doubt that the 
ovaries are glands of internal secretion 
and contain one or more hormones which 
play a part in the regulation of menstrua- 
tion and possibly influencing the develop- 
ment of the secondary sex characteristics, 
just what portion of the gland secretes 
these substances is not so well established. 

There has been put forward evidence to 
show that there is an internal secretion 
from the follicles of the ovary, as well as 
the corpus luteum and interstitial cells ; but 
there is still too much conflict and not 
enough proof to accept one or the other of 
these views. 

In consequence of these varied reports, 
the ovarian products that have been put on 
the market have consisted of extracts of the 
whole ovary, corpus luteurh, and ovarian 
residue (though just how the interstitial 
substance can be separated from the corpus 
luteum is difficult to see), together with 
pluriglandular extracts. 

Now there comes another group from 
Europe, who report to have isolated by 
chemical means two active substances from 
the corpus luteum: “Agomensin,” a lip- 
amin, from the immature corpus luteum, 





’ 


and “Sistomensin,” a luteo-lipoid, from the 
full-blown corpus luteum; the former hav- 
ing a stimulating effect on the uterus, the 
latter an inhibitory action, so that agomen- 
sin is indicated in conditions where there 
is a lack of or a deficiency of the menstrual 
flow, as in functional, amenorrhea, symp- 
toms of the climacteric, or hypofunction 
of the generative organs, and sistomensin 
when there is an overactivity of these or- 
gans, such as in bleeding not accounted for 
by pathological changes and _ functional 
dysmenorrhea.* 

I have used these products in 24 cases, 
and as the results seem to bear out the 
claims made, I am led to publish them. 

In the treatment of the symptoms of the 
menopause with agomensin, the results 
have been fairly uniform. In this group of 
17 cases there were five cases of the natural 
menopause, two cases of postoperative 
menopause, and ten cases of the meno- 
pause following intrauterine radium irradi- 
ation, chiefly for fibromyomata uteri in 
women of advanced age or near the time 
of the change. The symptoms were those 





Seitz, Wintz and Fingerhuth (Munch. Med. Wochen- 
schrift, No. 30, p. 1784, 1914). 
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common to this syndrome, viz., hot flashes, 
irritability, nervousness, headaches, feeling 
of abdominal pressure, vague pains, étc. 
They have been of sufficient intensity to 
cause them to complain. 

After the administration of agomensin 
tablets, the usual dosage being two tablets t. 
i. d., p. c., the report stated the symptoms 
had been alleviated or disappeared after 
variable periods of time ranging from two 
weeks to three months. After the patient 
reported relief or freedom from symptoms 
the dose was cut down. 

In two cases in which the patients dis- 
continued the medication, the symptoms 
returned and were again relieved on re- 
suming the medication. 

In one case of fibromyoma uteri treated 
by irradiation, the subsequent climacteric 
symptoms were promptly relieved on ago- 
mensin medication. However, it was found 
necessary to perform a complete hysterec- 
tomy and bilateral salpingo-odphorectomy ; 
it was later discovered that the patient had 
a left salpingo-odphoritis with abscess 
Following the 
operation the menopause symptoms returned 
and were again relieved with the use of 
agomensin. 

Of course it is possible that some of 
these cases might have obtained relief from 
their symptoms in the ordinary course of 
events, but the uniform results in the 17 
cases indicate the value of agomensin 
tablets in the menopause. 

The following two cases, one of oligo- 
menorrhea and the other of amenorrhea, 
were treated with agomensin : 

1. Mrs. H., twenty-nine years of age, 
widow, no children; one miscarriage, spon- 
taneous, nine years ago, followed by leu- 
corrhea. One year later she had a curet- 
tage and discharge stopped; but the men- 
struation became scanty and of shorter 
duration, lasting only two days, whereas 
formerly she had flowed four days. 

The patient consulted me because she 
desired to marry again, and was fearful 
lest she could not have any children. On 
abdominal examination the uterus was pal- 
pable just at the upper border of the sym- 
physis. External genitalia were nulliparous 


and a right cystic ovary. 


and normal. The cervix contained several 
small cysts. The fundus was slightly en- 
larged, soft, symmetrical, and in good 
position. The appendages were normal. 

A diagnosis was made of chronic cystic 
cervicitis and endometritis with subinvolu- 
tion. 

Treatment consisted in cauterization of 
the cervix with the actual cautery, tampons 
and douches, together with tablets of ago- 
mensin, two t. i. d., p. c., three days before 
the expected flow and to be continued 
during the menses. 

One month later the uterus was smaller 
and more firm, the cervix was nearly 
healed, and the period had lasted three 
days and was more profuse. The following 
month the cervix was entirely healed, and 
the flow was near to that of former days, 
having lasted four days. This condition 
has been maintained for the past two 
months. 

2. Mrs. C., twenty-eight years, married; 
housewife; two children, last born in April, 
1924. No miscarriages, 

Menstruation previously q. 28 d., lasting 
four days, moderate in amount, with no 
pain. 

Patient did not nurse baby, but has seen 
no flow since birth, eight months ago. Has 
had frequent fainting spells and a slight 
leucorrhea for past three weeks. 

The examination revealed normal, mul- 
tiparous external genitalia, a small, smooth 
cervix slightly lacerated, and a retroposed, 
symmetrical, small fundus. There was no 
perineal relaxation. She was given two 
tablets of agomensin t. i. d., p. c., but to 
date, two months later, there has been no 
change in her condition. It might be added 
there was no anemia to account for the 
amenorrhea. 

The following case is interesting because 
there seems to have been a response to 
both extracts, when they were used at 
different times: 

Mrs. S., forty years old, married; para 
7, last in 1923. No miscarriages. Men- 
struations had always been regular, q. 28 4., 
five to six days, slight in amount, no pain; 
the last in January, 1924. ; 

For the last year the patient had menor- 
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thagia, the flow appearing every month 
and lasting from ten days to two 
weeks. For past month metrorrhagia and 
frequency of urination. 

Examination revealed an adenoma of the 
thyroid gland with no symptoms; an en- 
larged heart with a presystolic and dia- 
stolic murmur, giving the picture of a 
mitral stenosis and aortic insufficiency. 

Abdominal palpation showed a_ small 
umbilical hernia. 

Pelvis showed an irregularly enlarged 
uterus the size of a 244 months’ gestation. 
The diagnosis was made of fibromyoma 
uteri. Due to the complications, she was 
treated by the x-ray, a low voltage pelvic 
cycle being given, consisting of two oblique 
exposures anteriorly and two posteriorly. 
This did not check the bleeding, and five 
weeks later an intrauterine radium tandem 
was inserted into the fundus for 1000 
millicurie hours. Following this, patient 
began to have hot flashes and became very 
nervous. She was given agomensin tablets 
1 t.i.d., p. c., and in two weeks’ time said 
her flashes were very infrequent and slight 
and her nervousness had disappeared. 
Eight months later she began to bleed again. 
I then put her on sistomensin tablets 2 t. 
i. d., p.c.., and the following day the flow 
ceased. One month later the flow returned, 
and again following the administration of 
sistomensin it promptly ceased. 

As regards the luteo-lipoid sistomensin, 
there were five cases treated, besides the 
one given above. Two were cases of dys- 
menorrhea, two cases of bleeding of un- 
determined origin, and one case-of menor- 
thagia at the time of the menopause. 

The two cases of dysmenorrhea were 
both single—one a girl of sixteen and the 
other a woman of twenty-nine; both had 
always had severe pain with their periods. 
In-neither case did the examination reveal 
any cause for their symptoms. Both were 
put'on sistomensin tablets 2 t. i. d.,'p.c., 
which was continued for a period of two 
months. There was no change in their 
condition after this tire. 


The two cases of bleéding’ were as 
follows: 


1. Mrs. Z., twenty-five years old, mar- 
ried, born in U. S.; housewife; four chil- 
dren, the last in 1920. Two miscarriages, 
the last in 1921. 

The menstruation had been regular, q. 28 
d., lasting four to five days, moderate in 
amount, with no pain, until August 19, 
1924, when bleeding continued daily, 
though slight in amount, to date of exam- 
ination, October 23, 1924. There was some 
slight, irregular dull pain in the lower ab- 
domen and back. Examination showed a 
small uterus, in good position, and normal 
appendages. A tentative diagnosis was 
made of an incomplete abortion, though 
she insisted that she had had no marital 
relations for several months previous to the 
onset of the bleeding. She was put to bed 
with an ice-bag on, but at the end of two 
weeks, when the discharge persisted, she 
was advised to have a curettage. This she 
refused. She was then given two tablets of 
sistomensin t. i. d., p. c., and told to report 
back in two weeks, when she said she had 
noticed slight spotting every day, but less 
than before. The medication was contin- 
ued, and at the end of another week there 
was no bleeding, and she has remained free 
since. There was no change in the size of 
the uterus. 

2. Mrs. H., twenty-five years of age, 
divorced; born in the U. S. Factory 
worker; one child; two miscarriages, last 
in 1922. 

Menstruation regular, q. 28 d., two to 
four days, moderate; no pain until last, 
which has continued for seven weeks. 
Denies any marital relations for past two 
years. Examination shows a cystic cervix 
and a small, symmetrical, retroposed uterus. 

Patient was given two tablets of sisto- 
mensin t. i. d., p. c. There was no cessa- 
tion of the bleeding one month later, and 
as patient has not returned since the 
present condition is not known. 

The remaining case was a woman of: 
forty-nine, married; housewife; one child;' 
28 years ago. No miscarriages. 

Her menstruation had always been reg- 
ular up to éight months ago, when the flow 
became less frequent, coming on q. two to’ 
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three months, but lasting from ten days to 
two weeks, whereas formerly it had lasted 
only three to four days. Examination be- 
ing negative, she was advised to have a 
diagnostic D. & C., but refused. She was 
then put on sistomensin tablets 2 t. i. d. 
during the flow, and 1 t. i. d. in the interim. 
There has only been one period since the 
inauguration of this treatment, which 
lasted only five days, and she reports that 
she feels much better. 

While the number of cases here reported 
are few, there are some points which stand 
out. In the menopause cases the treatment 
with agomensin has given fairly consistent 
results. The. one case of oligomenorrhea 
was benefited, I believe, both from the 
physical treatment and the ingestion of the 
agomensin tablets. In the case of amenor- 
rhea there seems to have been no benefit. 

With sistomensin the action as a hemo- 
static in uterine bleeding seems to be well 
marked ; but in the cases of dysmenorrhea 
no result was obtained. I believe that after 
trial of these products, in a larger and more 
varied number of cases, there will be some 
further data furnished. Of course, it must 
be kept in mind that these medications 
will not cover all fields of endocrine ther- 
apy, as there are certain cases in which 
combined glandular therapy or the extracts 
of other glands will be indicated, and the 
ovarian treatment will be of most value in 
conditions where there seems to be a 
definite imbalance of the ovarian regulation 
on the uterus. 





Is Prohibition Logical from a Health 
StandpointP 

In an editorial on this subject, the West- 

ern Medical Times for February, 1925, 

states that it believes that alcohol has a 

logical and warranted place in medicine, 

and that the medical profession should not 


have entered into any controversy regard- * 


ing it—at least not to wholly wipe it out of 
existence. Had it not been for the selfish- 
ness and greed of the saloonman, plus the 
infernal American treating habit, it is 


THE THERAPEUTIC GAZETTE 





probable that the present state of affairs 
would never have come into existence. 
Germany, where everybody drinks more or 
less beer, is not wholly a decadent country, 
nor is Italy, where even the babes in arms 
have their red wine with their meals. Nor 
is France wholly degenerate because her 
people drink light champagnes. Even the 
Scotch, some of whom are heavy whisky 
drinkers, are both physically and mentally 
up to par to a very considerable extent. 
Those who live in an Italian settlement 
know that practically every individual had 
his or her red wine at least three times a 
day. The children are not inferior, either 
mentally or physically, to those of their 
abstemious American neighbors. In fact. 
in many instances, it was a noticeable fact 
that the Italian children were superior 
in every way. The writer has seen the 
same thing occur in places where Ger- 
mans predominated. Among our leading 
men and women in this country we num- 
ber many who came from parents of foreign 
nationality and who knew alcohol in one 
form or other from their very birth, and 
who used it daily, in more or less modera- 
tion at all times. 

Like many other things, American senti- 
ment has figured very largely in the matter 
of prohibition. The idea has been fostered 
by some few who, without considering alco- 
hol other than from a social point of view, 
and without admitting one single solitary 
use for the drug, forced prohibition upon us. 
The journal quoted holds no _ particular 
brief for alcohol, but believes in giving the 
devil his due. We have a prohibition that 
does everything except prohibit. It would 
have been far better to have brought about 
a moderation rather than a prohibition. 
Alcohol could have remained in existnce 
and been used and controlled, as is the case 
elsewhere. Had moderation, rather than 
prohibition, been made the rule, there would 
have been no bootleggers and our courts 
and jails would not have become full to 
overflowing with law-made criminals. And 
the medical profession could have prescribed 
alcohol without being called “legalized boot- 
leggers.” 
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SALIVARY ANALYSIS VS. BLOOD 
AND URINE ANALYSIS. 





Speaking relatively, very little has been 
done in determining the value of salivary 
analysis in patients who are in ill health. 
It is not many years since urine analysis 
was our only method of determining the 
presence of renal disease. Now most of us 
rely very largely upon blood analysis, but 
we all recognize that such analysis not only 
requires a certain amount of technical skill 
in the use of reagents, but also the difficulty 
of obtaining blood either because of the 
coudition of the patient or because the fre 
auent puncture of a vein is objected to. 

In a recent issue of the American Journal 
of Diseases of Children, Calvin and Isaacs 
report their studies upon the urea index in 
the saliva of children and seem to have 
gotten results which would indicate that 
this method of analysis may be of a good 
deal of clinical value. 

Utilizing the technique of Hench and 
Aldrich as a relatively simple method for 
estimating salivary urea, they found it 
necessary to use fresh specimens of saliva, 
or, if this was not possible, that the saliva 
be boiled for ten seconds to render it sterile. 
The mouth is washed with a half glass of 
water, and then a small piece of paraffin is 
chewed to stimulate salivary flow. By this 
means two specimens of about 8 cc are col- 
lected. The first specimen usually contains 
all or nearly all the food particles and 
epithelial débris of the mouth and is dis- 
carded, or it may be used to check the sec- 
ond specimen which is employed for titra- 
tion. They have not found it necessary to 
filter the saliva. 

Hench and Aldrich found a constant and 
distinct parallelism between blood urea and 
salivary urea, and therefore the high sali- 
vary urea may be said to have about the 
same significance as the high blood urea. 

Altogether, Calvin and Isaacs investigated 
the salivary urea in 196 children ranging 
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from ten and a half to sixteen years of age. 
Eighty-five of these had normal urines, 111 
had albuminuria, but only ten of these 111 
had definite evidence of nephrosis. The 
lowest urea salivary index was 23 in a 
child of nine years and the highest was 50, 
but it is to be remembered that normal blood 
urea is usually lower in children than in 
adults. 

A journal devoted to therapeutics is not 
one in which the chemical details of such 
salivary analysis are fitting. It would ap- 
pear that the method is somewhat easier 
than that for the estimation of urea in the 
blood, and Calvin and Isaacs claim that it 
should at least prove a valuable adjuvant to 
the phenolsulphonephthalein test in the 
study of renal function. 


CAFFEINE IN DIABETES. 





One of the disadvantages under which 
we labor in the administration of drugs in 
the treatment of disease is that while many 
studies have been made upon normal ani- 
mals and man. there is a sad lack of inves- 
tigation of the influence of drugs upon 
animals and men who are suffering from 
disease. So far as we know there is. no 
evidence whatever that coffee, caffeine, or 
tea under any circumstances produce a 
glycosuria if the patient is in health, but 
we are not familiar with any studies as to 
the influence of these substances upon 
glycosuria or diabetes, although we pre- 
sume that they cannot be very active or 
their activity would have forced attention 
to their effects in such patients. 

Theoretically another question has now 
arisen with the introduction of insulin. The 
object in using this substance is, of course, 
to enable the body to utilize its sugar. In 
view of the polyuria which is usually char- 
acteristic of diabetes, caffeine is not com- 
monly considered necessary, but when dia- 
betic stupor or coma is present, it would 
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naturally be thought of as a stimulant to 
the circulation and the respiratory center 
as well as to the kidney. As is well known, 
it is customary under these circumstances 
not only to give insulin, but simultaneously 
an increased quantity of carbohydrate or 
some easily assimilated sugar. Further 
investigation to determine whether caffeine 
under these circumstances would increase 
sugar loss is needed, but it is interesting to 
note that Labbe and Theodoresco have car- 
ried out some experiments upon animals 
which have a bearing upon this subject. They 
find that the simultaneous injection of caf- 
feine and insulin is always followed by 
hypoglycemia, so severe as to produce death 
within a few hours. We do not find, how- 
ever, that this hypoglycemia was due to in- 
creased elimination of sugar, and Labbe and 
Theodoresco seem to be of the opinion that 
the danger of using caffeine in threatned 
diabetic coma is practically nil, since they 
believe that its stimulant action upon the 
suprarenals, whereby adrenalin is produced 
in large quantities, serves to liberate for use 
the glycogen which may be stored itt various 
portions of the body. 

This question becomes the more complex 
when we recall the fact that coma is so 
frequently associated with hyperglycemia, 
either because the body cannot utilize the 
carbohydrate or because the renal threshold 
has been raised. In the latter case much 
might be said for or against the use of 
caffeine. 





CARBON DIOXIDE IN GAS POIS- 
ONING. 





Some months ago we called attention to 
the use of this gas in the treatment of 
carbon monoxide poisoning, which arises 
in mines, among workers in the gas indus- 
try, and possibly more frequently in con- 
nection with the exhaust of automobiles. 
As pointed out at that time, there can be 
no doubt of the value of its use as an anti- 
dote. It may be fairly stated that it is the 
most valuable means of resuscitation that 
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we have, since it stimulates the respiratory 
center to greater effort, provided the quan- 
tities which are administered are not too 
large. The difficulty in the way of its em- 
ployment is, of course, that in many iso- 
lated cases no carbon dioxide is obtainable. 
Where groups of men are together and 
monoxide poisoning may be fully expected 
to occur, tanks of this gas should, of course, 
be kept on hand. 

For many years it was customary for 
employees of illuminating-gas systems to 
administer to their fellows who were over- 
come by illuminating gas some form of 
beer, and, in the spring, “bock” beer was 
always employed. As soon as a man was 
partially overcome in a trench his comrades 
pulled him to the surface and sent another 
comrade for a bucket of “bock” beer, which 
was then freely administered. This custom 
was so universally followed that there could 
be no doubt that the employment of the 
beer does (did!) good, although a satis- 
factory explanation of the effects it pro- 
duced was not forthcoming. 

In a recent issue of the Journal of Lab- 
oratory and Clinical Medicine Vaughan 
states that he has heard of this method in 
one of the southern cities and its popularity 
amongst workmen. He also tells us that 
since the advent of what might be called 
Volsteadism, carbonated waters or other 
carbonated soft drinks may be used as a 


substitute, since there is evidence to show 


that the carbon dioxide which they contain 
may be fairly rapidly absorbed from the 
stomach. Manifestly such a method must 
give much less of the gas than is desired, 
but a little is better than nothing. Mani- 
festly, too, it may be unfortunate to over- 
load the stomach with a very large bulk of 
fluid and possibly to distend this viscus 
with the gas. Nevertheless, we have in 
these soft drinks a remedy which can be 
turned to with the thought that a little of 
the antidote is better than no antidote a 
all. Needless to say, in cases of grave mon- 
oxide poisoning, the patient is unable to 
swallow liquids, and this fact, combined 
with the small quantity of gas administered, 
would make this method perfectly futile. 
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TREATMENT OF HEMORRHOIDS 
BY THE INJECTION METHOD. 












Hemorrhoids, varying in degree from 
slight vascular enlargements giving prac- 
tically no symptoms other than those in- 
cident to annoying difficulty in cleansing 
after defecation with perhaps an occasional 
bleeding, to large projections bleeding 
freely, but ‘as a rule not painful unless 
attacked by acute inflammation, have from 
time immemorial been treated by salves, 
lavages, suppositories, and peg-shaped 
supports. These are the methods designed 
for relief of symptoms, as are also the var- 
jous medicaments supposed to be particu- 
larly efficacious in lessening the constipa- 
tion which is as a rule the underlying cause 
of the hemorrhoids. 

Though it is true that constipation is the 
usual cause of hemorrhoids, they are not 
infrequently manifestations of venous ob- 
struction proximal to the anal aperture. 
Many cases of carcinoma of the rectum 
and sigmoid coming to the surgeon too late 
for any but palliative procedures have dur- 
ing the early course of their malady been 
subject to operation for hemorrhoids, the 
presence of which should have suggested 
an examination for an underlying cause, 
and the probable discovery of it at a time 
when surgery might have been radically 
curative. 

The very multiplicity of remedies for 
piles suggests the failure of them all, saving 
in certain groups of cases. 

The surgical profession has practically 
been united for years on the desirability 
of operation in pronounced cases. The 
method of performing: this, i.e., of getting 
rid of the dilated bulging veins, has varied ; 
the clamp and cautery, the ligature, com- 
plete excision, and ligation have all had 
their advocates, have all accomplished cures 
with more or less suffering and disability 
on the part of the patient, and have all had 
their tragedies. In the meantime, and often 
by practitioners not well grounded in their 
medicine or surgery, more conservative 
methods of treating hemorrhoids have been 
applied, with results perhaps comparable in 
the percentage of successes with those 
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which have been reported by regular prac- 
titioners. These methods have for their 
basis the destruction of the varicose masses 
by injection of- material which causes clot- 
ting of the blood, inflammatory reaction of 
moderate degree, and a subsequent sclero- 
sis. As might be expected, in large num- 
bers of cases some tragedies followed. 
These were largely exploited and brought 
discredit upon this treatment. 

There are, however, at the present day 
men of standing who, considering the large 
number of people afflicted with this mal- 
ady, the amount of crippling incident to 
radical procedure, and the success of the 
injection treatment without the disadvan- 
tages of surgery, are more and more em- 
ploying it for the relief of the patients. 
Thus Anderson (The Practitioner, January, 
1925) holds that if cases be properly 
selected and proper technique of injection 
be followed the method is painless and so 
little crippling that time is not lost from or- 
dinary vocations. Anderson points out that 
Long, Morgan and Colles injected per- 
sulphate of iron. Carbolic acid was first 
used by Mitchell in 1871, who was so suc- 
cessful that he was unable to attend to all 
his patients and conceived the idea of sell- 
ing his method as a secret one. This he 
did to many hundred unqualified people, 
who became known as_ traveling pile 
doctors. 

Andrews, in 1876, learned from one of 
these quacks the secret, investigated the 
subject, and collected records of over 3000 
cases, which, considering the nature of 
those who practiced this operation and the 
strong solution used, were good. Many 
qualified practitioners, having learned the 
secret, adopted modifications of it in prac- 
tice. A group of these men came to regard 
the method as dangerous. Another group 
used strong solutions with good results, by 
strong solutions meaning from 20 to 95 
per cent, the intent being to remove the 
hemorrhoids by sloughing. Another group 
used weak solutions (5 to 20 per cent), 
obtaining good results, their aim being to 
cure by a process of moderate inflammatory 
reaction and fibrosis. This last method has 
been growing in favor. As to the indication 
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for the injection method it is of course not 
applicable to external hemorrhoids, which 
should be treated by excision. For uncom- 
plicated internal hemorrhoids, however, it 
has value. Great size, induration, any com- 
plication such as fissure or inflammation, 
are regarded by Anderson 
indications. 

As to the method of treatment, if at the 
time of office visit the rectum is not empty, 
a glycerin suppository will secure this end 
in a few minutes. The patient lies on his 
side, flexed slightly on his abdomen, with 
the upper leg well flexed, the lower one 
almost straight. The hemorrhoids, exposed 
by a speculum, are cleaned with a weak 
lysol solution; the hemorrhoid to be in- 
jected is seized in a pair of forceps, and 
by the syringe, which holds but 10 minims, 
armed with a needle 2 inches long, an in- 
jection is made into the upper part about 
half an inch to an inch above the anal folds 
or papillz, no local anesthetic being re- 
quired. If the needle or the injection causes 
pain it means that the latter has been in- 
serted at too low a level. For small piles 
3 to 5 minims of solution are used, for 
large ones 5 to Y minims. A small quan- 
tity of adrenalin and chloretone ointment 
is squeezed into the rectum, the pile pro- 
lapsed is squeezed into the sphincter, and 
the patient is allowed to go about his busi- 
ness. Forty-eight hours after the injection 
the bowels are moved, a dose of paraffin oil 
being given in the meantime. In a week’s 
time after preliminary swelling the shrink- 
age of the pile begins. The injection may 
be repeated. One to three piles are treated 
each time and into each 2 to 4 injections 
are given. The immediate result is usually 
prompt relief of bleeding. 


as contra- 





GASTRIC AND DUODENAL 
ULCER. 





The generally accepted belief as to the 
major factor in causation of gastric and 
duodenal ulcer is that such a lesion results 
from the reaction of an acid or hyperacid 
secretion upon an area of mucosa of 
lessened vitality. It seems clear that this 
area of lessened vitality is at times due to 
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a local thrombosis.. A spastic contracture, 
from the prolonged anemia resulting, may 
produce sufficient devitalization to lower to 
the danger point and permit by hyperacidity 
the destruction of still living tissue. 

Focal infections are frequently found as 
predisposing causes of the ulceration, this 
particularly in regard to the appendix, the 
gall-bladder, and the oral and nasal cavities, 

There is a well-recognized medical treat- 
ment for these lesions which, in the ab- 
sence of acute and life-threatening com- 
plications, should be given careful trial, 
and which, in a certain percentage of cases, 
is apparently successful in accomplishing 
a permanent cure. On the failure of med- 
ical measures, surgical intervention is 
practiced, and this, for some time and in 
so far as duodenal ulcers are concerned, 
was regarded as yielding entirely satisfac- 
tory results when practiced in the form of 
a gastrojejunostomy. This confidence has 
been shaken by the records of the surgeon 
to-day who seeks other ways of accom- 
plishing a permanent cure for these ulcers. 

Devine (Surgery, Gynecology and Ob- 
stetrics, January, 1925), basing his paper 
on a thousand records of dyspepsia char- 
acterized by pain after food and due to 
innocent causes, states that in 250 of these 
the symptoms were due to gastric or duo- 
denal ulcer. The remainder he attributes 
to the disturbance of the gastric or duo- 
denal neuromuscular mechanism. There 
was a small group of cases in which no 
cause could be found excepting typical 
ulcer symptoms in the absence of ulcer. 

It has been shown that the gastric wall 
has no immunity against the digestive ac- 
tion of its own juice, but that this juice 
has no power of digesting tissue in which 
the circulation is intact. Bolton, Goodhart 
and others hold that the stomach is saved 
from autodigestion and acid erosion by 4 
natural alkaline regurgitation; that a 
sphincteric disturbance interfering with 
such regurgitation may result in erosioa 
and ulceration. Even preceding the devel: 
opment of ulcer these cases may present 
similar symptoms. 

In the case of gastric ulcer, with failure 
of medical measures, the adoption of suf 
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gical procedures, the practice of extensive 
resection of the lesion, or if this be impos- 
sible destruction by cautery, has found 
favor. A continued medical treatment 
after surgical procedure is imperative. 
When the lesion is sufficiently pronounced 
subtotal resection is indicated with subse- 
quent gastrojejunostomy, since end-to-end 
suture of the stomach after resection favors 
the development of ulcer. A postoperative 
and preoperative study of these cases shows 
that gastroenterostomy does not appear to 
cause any reduction of acidity when the 
ulcer before operation has been attended 
by a high degree of acidity. 

Devine reports an abandonment of gas- 
troenterostomy for pyloric and duodenal 
ulcers. Resection of the stomach has re- 
placed this operation in practically all 
cases of chronic gastric and duodenal 
ulcers, and all those which develop at the 
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artificially made gastrojejunal junction. 
Indeed this author regards gastroenter- 
ostomy as a disease, and expresses the be- 
lief that subtotal gastrectomy will supplant 
gastroenterostomy in the treatment of 
chronic pyloric and duodenal ulcer, as has 
cholecystectomy that of cholecystostomy in 
the treatment of inflammation of the gall- 
bladder. 

In this relation Bastianelli’s communica- 
tion (abstracted in this number of the 
THERAPEUTIC GAZETTE) is of particular im- 
port. He, noting that pylorospasm may be 
expressed by precisely the symptoms of 
gastric or duodenal ulcer, and on operation 
upon patients diagnosed as suffering from 
such ulcer, finding no lesion, but noting a 
spastic condition of the pyloric sphincter, 
cut this muscle, as advised by Rammstedt 
in the case of pylorospasm in children, and 
with apparently curative result. 


Progress in Therapeutics 


Medical Therapeutics 


The Treatment of Carbuncles. 


In the Lancet of January 3, 1925, Grir- 
FITHS states that local treatment may be 
operative or non-operative, but in all cases 
immediate steps should be taken to give the 
patient as much relief as possible while 
other arrangements are being made. The 
affected part should be kept at rest, as 
every movement causes pain; where a limb 
is involved it should be placed on a splint. 
A wide area around the carbuncle should be 
shaved and cleansed thoroughly with soap 
and water or ether, and then large fomen- 
tations made by wringing out several layers 
of boric lint in boiling water.should be ap- 
plied to the inflamed area and covered with 
jaconet and a thick layer of cotton-wool. 
Fomentations should be changed at half- 
hourly intervals except when the carbuncle 
is situated in such a position as to necessi- 


tate moving the patient and causing him 
undue discomfort. 


* Operative treatment should be looked 
upon as an emergency operation; a delay of 
twenty-four hours or more so that the pa- 
tient may be “properly prepared” entails a 
great deal of unnecessary suffering and in- 
toxication. The enema is the only stage of 
the routine preparation that need be taken. 
A general anesthetic, not simple gas, should 
be given, so that the operator may have 
ample time to attend to the details of his 
task and may secure the dressings in posi- 
tion before the patient comes round. When 
the patient is anesthetized any further 
shaving that may be necessary is done and 
the operation area thoroughly cleansed 
with ether. It is better to avoid the use 
of any colored antiseptic such as iodine or 
picric acid at this stage as the extent of 
inflammation in the skin may be masked by 
the stain. There are two main operations 
practiced for carbuncle: total excision of 
the diseased tissue by a circular cut, and 
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incision. The latter is the method of choice 
in the majority of cases. An incision is 
made extending throughout the whole length 
and depth of the diseased tissue; a second 
similar incision is made crossing the center 
of the original incision at right angles to its 
course. Four triangular flaps are thus 
mapped out covering the whole extent of 
the carbuncle. Each flap is raised in turn 
and all necrotic tissue is removed with 
sharp scissors, so that a fresh bleeding sur- 
face is left on the inside of the flaps and on 
the base of the operation area. Oozing 
may be controlled by packing tightly for 
two minutes with gauze wrung out in hot 
saline. Where there is intractable bleeding 
it is best dealt with by touching the bleeding 
points with the actual cautery, and for this 
purpose there is no better instrument than 
an ordinary soldering iron. 

When all hemorrhage has been controlled 
the wound is packed with gauze soaked in 
a concentrated solution of magnesium sul- 
phate; jaconet and then a thick layer of 
absorbent wool are applied and the patient 
returned to’ bed. The dressing must be 
changed at the end of twenty-four hours, 
and after that will probably require renew- 
ing twice a day. The advantage of the 
magnesium sulphate dressing is that it pro- 
motes a free flow of serum which tends to 
wash out toxins from the wound and to 
limit the spread of infection. Healing ap- 
pears to be more rapid with this than with 
any other method. Its great disadvantage 
is that it requires frequent changing. 

A popular method of treating the wound 
after removal of the slough is by cauteriza- 
tion with carbolic acid. Each of the four 
flaps is held back with a tissue forceps and 
then a tiny gauze mop is taken in a pair 
of pressure forceps and dipped in liquid 
carbolic acid. This is dabbed over the walls 
of the cavity, care being taken to avoid the 
skin edge. The cavity is then sponged dry 
and packed with gauze. It is claimed for 
this method that it arrests all hemorrhage 
and kills off any organisms that may have 
been left behind after the excision of tissue. 
Also that carbolic acts as a local anesthetic 
and the patient is spared much pain after 
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the operation. The disadvantages of the 
carbolic treatment are that the new sloughs 
take a long time to separate and healing is 
correspondingly retarded. Again if car- 
bolic be applied over a large surface there 
is some risk of carbolism from absorption. 
As an alternative to carbolic acid, fuming 
nitric acid has been employed, but it has 
little to recommend it. 

All first dressings should be performed 
under gas anesthesia. The gauze dressing 
should be soaked before being removed, 
and then the wound cleansed by irrigation 
with saline, eusol, or hydrogen peroxide (4 
vols.). In replacing the packing care must 
be taken that the edges of the wound are 
packed well open and are not allowed to 
become undermined. The skin around the 
wound should be well cleaned at each dress- 
ing with ether; this minimizes the risk of 
infection of the neighboring hair follicles, 
with the formation of a crop of boils. Too 
much emphasis cannot be laid on the im- 
portance of keeping “the injured part at 
rest” whether by splinting or sand-bags. 
Should it be found at any time that car- 
buncle formation is continuing in the edge 
of the wound the diseased area must be 
completely excised at a second operation. 
After excision of a carbuncle the wound 
ultimately heals by granulation, epitheliali- 
zation taking place from the edge. Where 
there is a large surface to be covered the 
process may be considerably hurried by the 
use of the Thiersch graft or by secondary 
suture. 

The most successful method of treating 
carbuncles without operation is that devised 
by the late A. E. Morrison, and is dependent 
on the brisk flow of serum induced from 
the tissues around the carbuncle by the 
application of a paste of magnesium sul- 
phate.. The following was his method of 
preparing the paste: “With 1% lbs. of 
dried magnesium sulphate are mixed 11 
ozs. of glycerin-acid-carbolic, and pure 
glycerin. The dried magnesium sulphate 
is in the form of a white powder which 
contains 12 per cent less water than the 
ordinary commercial Epsom salts. The 
glycerin is put in a hot mortar and the 
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sulphate added, the paste being slowly 
stirred and mixed with a warm pestle. The 
result is a thick white cream, so hydroscopic 
that if exposed to the air it rapidly absorbs 
moisture and becomes fluid. It must 
therefore be preserved in a covered jar.” 
The area around the carbuncle is shaved, 
cleansed with ether, and carefully dried. 
A thick layer of the paste is spread on a 
piece of lint, and this is applied directly to 
the carbuncle and surrounding skin. The 
lint is covered by a piece of jaconet and 
then by abundant cotton-wool. A _pro- 
fuse discharge of serum is induced, and 
it is generally necessary to change the 
dressing twice in twenty-four hours. 
’ There is great relief of pain after the first 
or second dressing, and in the majority of 
cases the central slough separates in a few 
days. In the meantime, with the discharge 
of serum, toxic symptoms are considerably 
abated, the temperature falls, there is less 
headache, and the patient feels generally 
better. 

After separation of the slough Morrison 
recommended packing the cavity with 
strips of sterile lint wrung out in a saturated 
solution of magnesium sulphate to which 
glycerin had been added in the proportion 
of 5 ounces to the pint. The subsequent 
treatment is the same as that employed 
after operation. The one great advantage 
of this treatment is that an operation is 
avoided. Against this are the facts that it 
is slower and more uncertain than operative 
measures. It should be reserved for those 
patients who refuse operation or who are 
unsuitable subjects for a general anesthetic. 





Muscular Exercise in Diabetes Mellitus. 

HEtTzex in the British Medical Journal of 
January 17, 1925, asserts that from his ob- 
servations certain theoretical considerations 
may be advanced. As the result of the 


muscular exercise a certain amount of gly- 
cogen must be catabolized in the muscles 
and a vacuum created which would necessi- 
tate a more rapid inpouring from the blood 


of glucose to make this good. Already 
there is pouring into the blood glucose de- 


\ 


417 


rived from other glycogen stores—for ex- 
ample, the liver—but this influx of glucose 
is not accelerated unless the blood sugar 
falls to below 0.070 per cent, and so the 
blood sugar would fall from exercise to this 
level. When the blood sugar at the begin- 
ning of exercise is low, as the exercise is 
done the transformation of glycogen in the 
muscles must be at least equal to the trans- 
formation when the blood sugar is relatively 
higher, and so the vacuum in the muscles 
must be made good at the expense of the 
blood sugar; but the blood sugar itself is 
replenished concurrently from the glycogen 
stores. This would postulate a delicate bal- 
ance between blood sugar and glycogen 
stores, the transformation of the latter to 
glucose not being in excess of its normal 
rate unless the blood sugar falls below 0.07 
per cent. ; 

Our conception of hypoglycemia occur- 
ring from an excessive amount of insulin is 
that the blood is being depleted of its glu- 
cose more rapidly than the glycogen stores 
can be transformed into glucose, and so this 
latter process cannot keep pace with the 
former, and the blood sugar falls to the 
hypoglycemic level and below it. 

This hypothesis would hold good when 
there was an adequate quantity of insulin 
in the tissues. But when there is inadequate 
insulin present in the tissues there is no in- 
creased depletion in the glucose concentration 
of the blood, and the production of ketones 
is increased on exercise. Since the exercise 
is done just as efficiently, the muscle meta- 
bolism must be as good, and just as much 
energy is needed for an exercise of equal 
length and rapidity as that in circumstances 
where insulin has been given shortly before. 
However, in the absence of adequate insulin 
the loss of glycogen or like products in the 
muscle tissue is not made good by the blood 
in excess of the amount which would be 
pouring into them when these structures are 
at rest, and so the blood-sugar percentage 
does not fall more rapidly than it would 
have done had the subject remained at rest. 
Again, in the absence of sufficient insulin 
carbohydrate metabolism is less perfect, and 
so there is an increase of ketone bodies in 
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the urine from the incomplete combustion 
of fats. 

Hence insulin is essentially associated 
with the metabolic processes in the muscles, 
but apparently it is not necessary for the 
transformation of glycogen to lactic acid in 
the contraction of muscle. The transfor- 
mation of glucose into glycogen precursors 
and the intrinsic metabolic processes of 
muscle depend on its presence. 

Muscular exercise in patients suffering 
from diabetes mellitus depletes the blood 
glucose provided there is an adequate supply 
of insulin in the tissues. 

The more perfect and complete tissue 
metabolism is demonstrated by the disap- 
pearance of ketones from the urine under 
these conditions. 

As the result of exercise the blood sugar 
tends to fall rapidly to between 0.07 and 
0.10 per cent, but it does not become low- 
ered further. 

No hypoglycemic reactions have occurred 
on exercise even if the initial blood sugar 
was as low as 0.07 per cent. 

Muscular: exercise does not tend to cause 
acidosis provided there are adequate .carbo- 
hydrate and insulin for its transformation. 

Exercise in patients without sufficient in- 
sulin, endogenous or exogenous, causes no 
change in the concentration of glucose in 
the blood, but markedly increases the pro- 
duction of ketone bodies, with resultant 
acidosis and the likelihood of the superven- 
tion of a diabetic coma. 

An hypothesis for the action of insulin 
is suggested from these experiments. 





Some Observations upon the Glycosuria 
of Pregnancy. 

In the Boston Medical and Surgical 
Journal of January 22, 1925, WILLIAMS 
tells us that sugar was found in the urine of 
13.6 per cent of 500 pregnant women at 
some time during pregnancy. 

It was found more commonly in primi- 
gravide than in multigravide. 

In primigravide its incidence seemed to 
increase with the age of the patients. In 
multigravide no difference was observed. 


It was found more commonly during the 
second half of pregnancy. 

The sugar found in the urine during 
pregnancy is always glucose and not lac- 
tose. Lactose, however, is present in the 
urine of a considerable proportion of nurs- 
ing women during the period of breast en- 
gorgement. 

The ordinary glycosuria of pregnancy jis 
physiological only and disappears after de- 
livery. 

The glycosuria of pregnancy is a renal 
glycosuria not being accompanied by any 
increase in blood sugar. 

The physiological glycosuria of pregnancy 
must be differentiated from diabetes, with . 
which it has no connection. This can be 
done by determination of the blood sugar 
and by follow-up_work. 

The physiological glycosuria of preg- 
nancy is the result of the normal hypertro- 
phy of the posterior lobe of the pituitary 
body during pregnancy. Increased activity 
of the posterior pituitary lobe causes glyco- 
suria during pregnancy just as it does when 


due to pathological causes (tumors, etc.). 
After delivery, as the pituitary involutes the 
glycosuria disappears. 





Iodine in Exophthalmic Goitre. 

In the British Medical Journal of January 
3, 1925, FRASER reports that the effect of 
iodine administration has been studied in 
twenty-four cases of exophthalmic goitre. 

Iodine brings about a lowering of basal 
metabolic rate and of heart-rate, and an 
increase of body weight, with a striking 
improvement in the general condition of 
the patient. 

The improvement obtained with iodine 
does not as a rule persist. 

The optimum dose at the commencement 
of the treatment appears to be about 16 
minims of a 10-per-cent solution in alcohol, 
but this dosage cannot as a rule be main- 
tained more than a few days or weeks. If 
the administration is stopped the condition 
immediately relapses. For prolonged treat- 
ment the dose should be lowered as soon as 
the initial improvement has taken place, 
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and the administration continued with doses 
of 3 to 6 minims daily. The dosage must 
be carefully regulated according to the 
condition of the patient. 

Increasing hardness of the thyroid gland 
is an indication for a smaller dosage. 

He asserts that the condition of the pa- 
tient may be made worse instead of better, 
if too large a dosage is employed. 





Quinine in Malaria. 

In an editorial on this subject the Lancet 
of January 3, 1925, states that the careful 
and closely reasoned criticism of the meth- 
ods of treatment of the malarias by Lieut.- 
Colonel Clayton Lane, which appears in 
the Tropical Diseases Bulletin, 1924, xxi, 
No. 11, is on this account particularly op- 
portune, and merits the close attention of 
all who are interested in malaria. Among 
many points of importance a few may be 
selected as of special interest. There is 
experimental evidence to show that, within 
a few minutes of the injection of a solu- 
tion of quinine into the blood-vessels of a 
rabbit, 90 per cent of the amount injected 
has disappeared from the blood. Of this a 
moiety, variously estimated as 15 to 65 per 
cent, is excreted in the urine; the remain- 
der is stored in the organs of the body, 
more particularly the kidneys, spleen, and 
adrenals, where in course of time it is 
broken down or “metabolized” into sub- 
stances of unknown nature. The rapid dis- 
appearance of quinine from the blood makes 
it difficult to believe that its virtue lies in 
any direct poisonous effect on the plas- 
modia, and it must be presumed that its 
action depends on the production, directly 
or indirectly, of bodies of unknown nature, 
which combine with the malarial organism 
and destroy it. 

Of the numerous observations under- 
taken with the object of determining the 
line of treatment most likely to be success- 
ful in eradicating the parasites from victims 
of relapsing malaria, Lane singles out for 
special notice two sets of experiments, the 
Macedonian cases recorded by A. G. An- 
derson and the Liverpool series by J. W. W. 
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Stephens. In each series the conclusion 
has independently been reached that the 
efficacy of quinine in the prevention of re- 
lapse varies according to the time of year, 
the period of greatest efficiency coinciding 
with the warmer months. In assessing the 
relative value of different methods it is 
clearly of the greatest importance to recog- 
nize and make allowance for this under- 
lying seasonal influence, and the failure to 
do so must be regarded as vitiating the re- 
sults arrived at in much of the experimental 
work on the subject. No proof appears 
to be forthcoming of the widely held view 
that quinine is effective mainly or exclu- 
sively against extracorpuscular organisms. 
On the contrary, there is evidence that 
plasmodia are vulnerable to the influence 
of quinine in all but the terminal phase of 
intracorpuscular growth. It is concluded 
that the practice of timing the administra- 
tion of quinine so as to correspond with a 
special phase of the life-cycle of the organ- 
ism is not supported by scientific evidence. 

In discussing the much debated subject of 
intramuscular quinine, stress is rightly laid 
on the experimental work bearing on the 
unfortunate sequele that may follow the 
injudicious use of the intramuscular route. 
On the other hand, while oral administra- 
tion suffices for all ordinary purposes, it 
must be recognized that there are cases in 
which, for one reason or another, quinine 
requirements cannot be fully met by the oral 
method, and in these cases the Lancet be- 
lieves that the value of the alternative route, 
as a temporary means of supplementing or 
replacing oral quinine, has been amply dem- 
onstrated. The clinical experience of the 
war, in which the aggregate number of in- 
tramuscular injections was very large, 
shows that, provided due care is taken to 
prevent sepsis and to avoid injury to nerve 
trunks, the risk of serious local complica- 
tions involving permanent disability is very 
small indeed. Perhaps the only circum- 
stance in which the intramuscular method 
should be absolutely prohibited is the con- 
currence of a debilitating condition, such as 
chronic dysentery, with malaria; in such 
cases intramuscular injections of quinine are 
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likely to cause wide-spread necrosis of mus- 
cle and abscess formation, and therefore 
should not be prescribed. 

The review concludes: with a short ac- 
count of recent work on the comparative 
values of quinine and other alkaloids de- 
rived from cinchona, such as cinchonine, 
cinchonidine, and quinidine, in the course 
of which a considerable discrepancy of 
evidence is disclosed, and it is clear that the 
subject is one on which further research 
may profitably be undertaken. 

The problem of the treatment of malaria 
presents peculiar intricacies. When it is 
remembered that there are three forms of 
malaria, differing not only in biological and 
clinical characters, but also in their ther- 
apeutic reactions; that there are a number 
of cinchonal alkaloids, mostly of proved 
value, but of which the relative efficacy 
awaits exact determination; and further, 
that there exists & seasonal factor which 
directly influences the results obtained by 
treatment—the difficulties of a scientific in- 
vestigation in which so many variables have 
to be taken into account are readily realized. 





Treatment of Headache. 


In the Atlantic Medical Journal for Jan- 
uary, 1925, MorGAn states that a recent 
article on migraine records that an #-ray 
study of several patients during an attack 
of migraine showed arrest of peristalsis for 
several hours, this valuable point constitut- 
ing a strong indication to withhold admin- 
istration of all food or medication by the 
mouth. Administration of a powder con- 
taining calomel 2 grs., sodium bicarbonate 
10 grs., dry on the tongue, will sometimes 
start. peristalsis, stimulate liver action, and 
later, administration of a saline, such as a 
seidlitz powder or sodium phosphate, com- 
bined with a simple soap-suds enema, will 
reestablish the function of the gastrointes- 
tinal tract. A hot mustard foot-bath, or 
application of a hot-water bag, hot towel or 
mustard plaster over the epigastric and 
hepatic areas will likewise be of service in 
many cases. For attacks of migraine the 
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patient should be advised not to attempt to 
persist in his daily activity, but to go to 
rest in a darkened room, away from all 
noises and mental and physical irritants, 
Elimination should be started, applying heat 
to the extremities and keeping the head and 
upper part of the body cool. In the major- 
ity of instances this will either abort or 
lessen the severity of an attack. For local 
application the use of heat or cold, accord- 
ing to the patient’s desire, a strong solution 
of menthol in alcohol, gentle massage, a 
tight bandage around the head or electric 
vibrator along the spine or mustard plaster 
to the temporal or occipital areas have their 
advocates in certain cases. 


Recovery from Subacute Infective Endo- 
carditis Following Gentian 
Violet Therapy. 


In the Journal of the American Medical 
Association of January 24, 1925, Major 
states that the prompt response to the in- 
jections of gentian violet in the case which 
he records was very striking. He is not 
willing to state definitely that the cure was 
brought about by the dyestuff, although it 
seems quite probable. 

Hofer, in 1915, studied the effect of 
malachite green and crystal violet on ex- 
perimental guinea-pig septicemia and found 
a marked bactericidal effect. Young and 
Hill have reported three cases of staphylo- 
coccus aureus bacteremia in which recov- 
ery followed intravenous injections of gen- 
tian violet. 

It must be remembered, however, that 
septicemias produced by streptococcus viri- 
dans and also by streptococcus hemolyticus 
may clear up without intravenous therapy. 
Warren and Herrick, in 1916, reported 
thirty-nine cases of staphylococcus aureus 
bacteremia with fourteen recoveries, forty 
cases of streptococcus viridans bacteremia 
with ten recoveries, and thirty-one cases of 
streptococcus hemolyticus bacteremia with 
seven recoveries. 

In 1915, Oille, Detweiler and Graham 
reported a series of patients with strepto- 
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coceus viridans endocarditis, who recov- 
ered. In 1924 they gave a further report 
on this group of patients, twenty-three in 
number, of whom twenty were alive. Mil- 
ler saw four patients with streptococcus 
viridans endocarditis who recovered, and 
Libman states that he had observed at least 
eight cases of subacute bacterial endocardi- 
tis in which recovery ensued. 

Improved methods of taking blood cul- 
tures may account in part for some of these 
results. In this patient the streptococcus 
grew very feebly on blood-agdr plates, but 
grew vigorously in glucose brain broth. 
The latter medium seems to be especially 
adapted for growing streptococci, and the 
more extensively it is used the higher, in 
all probability, will be the percentage of 
positive blood cultures in suspected cases. 

His patient obviously did not have a very 
overwhelming infection, and there was no 
evidence of embolic complications. The 
prompt response to intravenous therapy, 
however, suggests the further trial of gen- 
tian violet in patients presenting a more 
malignant picture. 

Blood cultures were taken March 7 4nd 
12 (the patient was admitted March 6), 
and at the end of seventy-two hours a 
non-hemolytic streptococcus of the S. viri- 
dans type was recovered in pure culture. 

The patient had a positive Wassermann 
reaction, and for this reason was given 
potassium iodide in gradually increasing 
doses for a period of ten days. At the end 
of this time there was no change in the 
patient’s condition and she was still show- 
ing fever. The blood culture, March 17, 
showed the streptococcus still present in 
the blood stream. The same day the pa- 
tient was given intravenously 5 mg. of gen- 
tian violet per kilogram of body weight, in 
a 1:500 aqueous solution. Forty-eight 
hours after the first injection the tempera- 
ture was normal. A blood culture was 
taken and found to be sterile, and the pa- 
tient was given another injection of gentian 
violet intravenously forty-eight hours later. 
A second blood culture was also negative, 
and the two subsequent blood cultures, 
while the patient was in the hospital, showed 
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no growth. The patient received, in all, 
four intravenous injections of gentian 
violet. 

The patient was discharged from the 
hospital April 12, 1924, showing very 
marked improvement. The blood count 
was: red blood corpuscles 4,500,000, white 
blood corpuscles 7000, and hemoglobin 67 
per cent. 

Since her discharge from the hospital 
she has had three negative blood cultures. 
At the last examination, seven months after 
her discharge, she was in good health, al- 
though a loud systolic murmur was still 
audible at the apex of the heart. During 
one of the intravenous injections of gentian 
violet the dyestuff extravasated into the tis- 
sues and set up a necrosis, which produced 
some sloughing and considerable discomfort 
to the patient. This cleared up, however, 
without any severe complications. 





Nasal Accessory Sinus Disease in 


Children. 


In the Boston Medical and Surgical J our- 
nal of January 29, 1925, IRWIN asserts that 
no one can be successful in diagnosing sinus 
disease who has not the infinite capacity for 
taking pains. You have all heard statements 
similar to these: “‘Suppuration and inflam- 
mation of the nasal accessory sinuses may 
be so difficult of recognition as to be almost 
insuperable” (Heitger). “The rhinologist 
cannot say with absolute certainty that a 
person has no sinus disease” (Van der 
Hoeve). This part of the investigation, 
when the occasion for his services arises, 
must be done by the rhinologist. 

However, there are several points which 
lead the physician to suspect sinusitis, some 
of them almost pathognomonic : 

1. Cessation of pain in head with onset 
of free nasal discharge. 

2. Marginal blepharitis with corneal 
ulcers, excoriated upper lip, and nasal 
discharge. 

3. Edema of eyelid from vascular pres- 
sure. 

4. Localized headache: (a) Maxillary 
sinus—over antrum, over mastoid or super- 
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ciliary ridge. (b) Frontal—forehead, or, 
in more acute stage, the superciliary ridge. 
(c) Ethmoid—coronal or parietal. (d) 
Sphenoid—coronal, parietal, or occipital. 

5. Tenderness over the sinuses. 

6. Purulent secretions from nose. 

7%. Clear jelly-like masses 
either anteriorly or posteriorly. 

8. Glands of the neck. 

9. Polyps, while not common in children, 
do occur. 

10. Atrophic rhinitis. 

11. Certain diseases call for sinus inves- 
tigation particularly: (a) Erysipelas; (b) 
asthma; (c) lung abscess; (d) bronchiec- 
tasis; (e) arthritis, acute or chronic; (f) 
cardiac lesions; (g) nephritis; (4) neur- 
itis; (¢) corneal ulcer; (7) marginal ble- 
pharitis; (k) deafness. 

The #-ray examination must be made by 
the skilled roentgenologist willing to take 
the time and trouble to do it well. 

The treatment lies almost entirely within 
the domain of the family physician. The 
earlier the case is recognized the more it 
comes within the province of the general 
practitioner for care. The rhinologist being 
only required for an occasional examina- 
tion and to lend his skill in the neglected 
cases. 

First and foremost, the source of the in- 
fection, if present, must be removed and 
then proper hygiene and diet introduced. 
The diet should consist of butter or cream, 
milk, eggs, succulent vegetables, fruits, es- 
pecially orange juice, and not too much 
bread, potato and cereal. Cod-liver oil for 
its fat vitamin should be considered part 
of the food. A diet however carefully 
selected does little good if not taken. 

The supervision of clothing, especially 
footwear, sufficient sleep, proper ventilation 
of living and sleeping rooms, are of hardly 
less importance. When considering the hy- 
gienic conditions do not neglect the investi- 
gation of a possible source of reinfection 
from another person. 

The local treatment consists of instilla- 
tion of 25 per cent solargentum or argyrol 
into the nostrils, to be followed by a hot 
alkaline nasal irrigation, given with the 
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child’s face downward and douche bag 
raised just high enough to cause the fluid 
to flow gently through the nose. The bag 
never to be more than a foot above the nose. 
After completion of the douche, a few drops 
of mercurochrome or acroviolet may be 
instilled to advantage. 

For older children he prepares a tampon 
as thick as will be admitted into the nose 
and as long as the lowest turbinate, satur- 
ates it with 25 per cent solargentum (ar- 
gyrol), and places it either above or below 
the middle turbinate according to the group 
of cells involved. This tamponade is allowed 
to remain one hour, to be followed by 
suction. 

The suction device need not be the elab- 
orate apparatus used by the specialist. A 
water vacuum pump of the Brawley type 
can be purchased for five or six dollars. 
This requires running water. A satisfactory 
suction may be readily obtained by attach- 
ing three or four feet of rubber tubing to 
an olive nasal tip, which is to be inserted in 
the nostril of outflow while the douche is 
being given. The technique is simple: the 
flow is established, the outlet tube inserted, 
the flow cut off, the patient repeats the 
letter “K.” . ‘ 

This form of treatment the family physi- 
cian can and should carry out. The surgical 
treatment must of necessity lie in the sphere 
of the rhinologist and hence is not discussed 
in this paper. 





Complaints of Patients Under Anti- 
leprosy Treatment. 


In the Philippine Journal of Science for 
December, 1924, Wape feports that the 
plain chaulmoogra ethyl esters are irritat- 
ing, particularly to the tissues at the point 
of injection and to the respiratory tract, so 
much so as seriously to limit the intensive- 
ness of treatment with it in a leper popula- 
tion such as that of the Culion colony. 

Iodized preparations of the ethyl esters 
are much less irritating locally, which per 
mits their more intensive use, and they also 
cause fewer complaints of general symp- 
toms. 














. VS f= Vw 


} 
|= 


Iso 





The 2-per-cent iodized ethyl preparation, 
heretofore generally used, has, according to 
the data examined, certain minor but not 
significant disadvantages over the plain 
drug. 

The 0.5-per-cent iodized preparation is in 
several respects distinctly superior to the 
2-per-cent and, unlike this, in no important 
way compares disadvantageously with the 
plain drug. It is, therefore, the best of the 
three for routine antileprosy treatment. 


Artificial Pneumothorax. 


Matson, Matson and BISAILLON in a 
communication to the Twentieth Annual 
Meeting of the National Tuberculosis Asso- 
ciation, 1924, state that a determination of 
the status of the contralateral lung is neces- 
sary if accurate deductions based upon end 
results are to be made. They assert that the 
end results of pneumothorax therapy are 
less dependent upon the status of the con- 
tralateral lung than they are upon the 
character of collapse and type of disease in 
the worse diseased lung. 

The various types of contralateral lung 
lesions vary greatly in their prognostic sig- 
nificance. 

Fibrocaseous infiltrations involving the 
upper portion of the lung offer a more 
favorable prognosis than the bronchogenic 
extensions into the lower portions: of the 
lung. 

The mere presence of disease in the con- 
tralateral lung does not contraindicate col- 
lapse of the worse diseased side. 

Rales in contralateral lung disease must 
be carefully studied in order to determine 
their pathological significance. 

The absence of rales in a diseased con- 
tralateral lung by no means indicates ab- 
sence of activity. 

Cavity cases with abundant expectoration 
should be subjected to early pneumothorax 
treatment in order to prevent aspiration 
infection of opposite lung. 

Very active contralateral lung disease 
should be allowed to subside before institut- 
ing pneumothorax on worse diseased side. 
In. the presence of contralateral lung 
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disease great caution should prevail in col- 
lapse of the worse diseased lung. ; 

In some cases the worse diseased lung 
should be held merely separated from the 
chest wall pending observation of the be- 
havior of the contralateral lung. 

Flexibility or rigidity of the mediastinum 
plays an important role in behavior of con- 
tralateral lung during collapse. 

Excellent results are occasionally attained 
by cautious collapse even in the presence of 
extensive contralateral lung disease. 

Satisfactory end results are frequently 
proportionate to the degree of watchful- 
ness accorded the contralateral lung. 

The status of the contralateral lung 
should be observed by frequent physical and 
roentgenological examination and accurate 
records should always be maintained. 

Auscultatory phenomena transmitted 
from the worse diseased to the contralateral 
lung should be differentiated from those 
findings due to active disease in the contra- 
lateral lung. 

The contralateral lung, when diseased, 
should always be suspected when unfavor- 
able clinical symptoms arise. 

In this series, in the presence of a satis- 
factory collapse of the worse diseased lung, 
end results were much better with any type 
of contralateral lung lesion than those of 
the “no free pleural space” cases, with an 
essentially negative contralateral lung. 

Out of 345 collapsed cases, progression of 
disease in contralateral lung demanding dis- 
continuance of pneumothorax treatment 
took place in twenty-four cases. 





The Present Situation in the Treatment 
of Syphilis, 

In the Atlantic Medical Journal for Jan- 
uary, 1925, Pusey states that as our experi- 
ence with arsphenamine has grown it has 
been made increasingly evident to us that 
we have not in it, as at first we hoped, a rem- 
edy that is a reliable cure for syphilis, but 
that it is a remedy which has serious draw- 
backs to its use. The chief disadvantage, 
and the one that gives us most concern, lies 
in the fact that if arsphenamine is used 
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early in the course of syphilis, before the 
disease has had a chance to evolve itself 
completely and thus stimulate the body to 
the maximum amount of resistance to 
syphilis that it can produce, but short of 
curing the disease, a dangerous situation is 
produced. The patient is not cured of his 
syphilis but has foci of infection left, and 
his resistance has not been developed to 
withstand this infection. His resistance may 
even be reduced, and there are many possi- 
bilities of the disease running a more serious 
course than if arsphenamine had not been 
used. é 

He was first led to these conclusions of 
the failure of development of resistance in 
these cases by the great frequency and im- 
portance of early syphilitic relapses. This 
clinical conclusion has been remarkably con- 
firmed by the experimental results in a sys- 
tematic and long series of investigations by 
Brown and Pearce. The conclusion, then, 
which clinical experience and experimental 
evidence forces on us, is that the use of 
arsphenamine in the early course of syphilis 
is dangerous if it cannot be used to the point 
of eradicating the disease. Otherwise it 
had better be omitted in the early course of 
syphilis until the disease has had a chance 
to develop in the individual all of the im- 
munity that he is capable of—that is cer- 
tainly for the first three months after in- 
fection. 

There is strongest ground for the belief 
that mercury not only aids in controlling the 
course of the disease but that it stimulates 
immunity. It should therefore be used as 
heretofore in the early course of syphilis. 





Vaccination: for Whooping-cough. 


In an editorial on this subject, the 
Lancet of January 17, 1925, recalls that 
writing on the “Treatment of Whooping- 
cough” in the columns of the Lancet two 
years ago Bennett said: “Vaccine treat- 
ment in whooping-cough, whether prophy- 
lactic or curative, is logical and harmless ; 
it is not at present possible to say that it is 
invariably beneficial.” Since then Meyer, 
Kristensen, and Sorensen have carried out 


extensive investigations with a whooping- 
cough vaccine in numerous Danish hos- 
pitals, and a report on these, as well as the 
experience of general practitioners in Den- 
mark and the Faroe Islands, has now been 
rendered available. The Danish vaccine 
was prepared from a 48-hour-old blood- 
agar culture of Bordet-Gengou bacilli, of 
which there were about 10,000 million per 
cubic centimeter. It was injected subcu- 
taneously, three injections being given at 
intervals of four days, the doses at each 
injection being 0.5, 0.7, and 1 cc respec- 
tively. At one hospital intramuscular in- 
jections were given on five successive days, 
the doses being 0.1, 0.2, 0.4, 0.8, and 1 cc 
respectively. The vaccine was given both 
as a prophylactic and as a_ therapeutic 
measure, and the results obtained were 
classified according as the vaccine was 
given as a prophylactic or not, and accord- 
ing as it was used in hospital or general 
practice. 

Questionnaires were addressed to 109 
doctors who had been supplied with this 
vaccine, and replies were obtained from 69. 
The verdict was decidedly favorable on 
the whole, although not unanimous. All 
the practitioners in the Farde Islands re- 
ported favorably after an experience of 
about 2100 cases. It was observed that 
the disease was less severe in children 
given prophylactic injections than in those 
who acted as controls. In some cases the 
vaccine did not prevent the development of 
the disease, which did, however, seem to 
run a definitely milder course, thanks to 
this procedure. When the vaccine was 
given for the first time early in the disease 
it also seemed to have a beneficial effect, 
but when the disease had fully developed 
there was a divergence of opinion as to 
the therapeutic value of the vaccine. Late 
in the disease it would seem to be prac- 
tically useless. The authors refer to com- 
plement-fixation tests in six children, none 
of whoni had had- whooping-cough, and 
only three of whom had been vaccinated. 
As was to be expected, the three children 
who had not been vaccinated gave no com- 
plement fixation with whooping-cough 
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bacilli, whereas the three vaccinated chil- 
dren gave complement fixation which 
reached its maximum eight days after the 
third injection. 

Though the authors’ report is definitely 
favorable to this vaccine, notably when it is 
given as a prophylactic to children exposed 
to infection with whooping-cough, they 
admit that there may be much room for 
improvement in such directions as the pre- 
paration of the vaccine, its dosage, and the 
time of administration. There may be 
various types of Bordet-Gengou bacilli, and 
the differences in the results of vaccine 
treatment may partly depend on our still 
imperfect knowledge of these still hypo- 
thetical types. Another factor which may 
influence the action of this as of other vac- 
cines is its age. Larger doses at shorter 
intervals might possibly increase the per- 
centage of successes. 


A Study of the Efficacy of Certain 
Antidotes in the Treatment of 
Acute Bichloride of Mercury 
Poisoning. 

In the Journal of Laboratory and Clini- 
cal Medicine for January, 1925, ZEIGLER 
recommends the following treatment in 
bichloride of mercury poisoning, the pro- 
cedure depending upcen the amount of cor- 

rosion produced by the drug: 

If the patient is seen immediately after 
taking the bichloride of mercury, un- 
doubtedly the washing out of the stomach 
with a 1:1000 unfiltered solution of cal- 
cium sulphide is the best treatment. This 
should be followed by the administration 
of abont 300 ce of mucilage of acacia 
U.S. P. If vomiting has already occurred, 
which is the first effect of the corrosive 
action of the drug, the same treatment 
would be used, but if other gastrointestinal 
symptoms are present, calcium sulphide is 
contraindicated. The stomach should be 
washed out with care, and quantities of 
mucilage of acacia given both by mouth 
and by high colonic injection. A mild 
cathartic should also be given. If the pa- 
tient develops anuria, efforts should be 
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made to restore this function. A mixture 
of acetate of potash, caffeine and infusion 
of digitalis should be given every four 
hours for several days. 

Other well-known methods of elimina- 
tion should be used. Mercury is absorbed 
as soluble organic compounds of proteins 
and is deposited in various organs of the 
body. Sollman says, after long-continued 
administration, the excretion persists in- 
termittently for many months. It is ex- 
creted mainly in the urine and feces. It 
is, undoubtedly, also secreted by the stom- 
ach. Lambert and Patterson recommend 
testing, at regular intervals, the stomach 
contents, urine and feces for mercury. As 
the whole treatment depends upon the ab- 
sorption and elimination, this is very neces- 
sary. As long as the mercury is found in 
the secretions, the diuretic mixture should 
be continued. Three hundred cc of muci- 
lage of acacia should also be given at least 
once a day by mouth, and 100 cc by high 
colonic injection. The mucilage will pre- 
vent the reabsorption of the mercury from 
the stomach and intestines. There are sev- 
eral tests for mercury. Klein’s is consid- 
ered very delicate. Add a little KI, a drop 
of ammonium chloride, and then NaOH 
drop by drop: brown or yellow color or 
precipitate (NHg,]I). 

Finally, this author does not believe that 
a satisfactory antidote has been found 
which when injected intravenously will 
change the mercury into a less corrosive 
salt. The whole treatment of acute mer- 
cury poisoning should be aimed against 
absorption, to prevent the local effect, and 
to increase as rapidly as possible the elim- 
ination and ‘prevent the reabsorption of 
the drug. 

He concludes that the minimum lethal 
oral or intravenous dose of bichloride of 
mercury for the dog cannot be based upon 
the weight of the animal. 

That the lethal oral dose of bichloride of 
mercury for the dog is 200 mg. (about 
3 gr.). 

The minimum lethal intravenous dose of 
bichloride of mercury for the dog is 40 mg. 

That calcium and sodium sulphides, dis- 
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solved in water and administered by mouth 
grain for grain, are effective antidotes for 
acute bichloride of mercury poisoning, if 
administered before gastrointestinal symp- 
toms have occurred. 

That when a total dose of 40 mg. of 
bichloride of mercury is injected intra- 
venously, calcium sulphide, sodium sul- 
phide or iodide of soda is of no value as 
an antidote administered either orally or 
intravenously. 

Mucilage of acacia will prevent the cor- 
rosive action of bichloride of mercury and 
delay the absorption. 





Electronic Reactions. 

In the Lancet of January 24, 1925, Sir 
Tuomas Horoper, before the joint sections 
of medicine and electrotherapeutics of the 
Royal Society of Medicine on January 16, 
states that, to sum up, the conclusions ar- 
rived at in this communication leave the 
position of the practicing electronist as 
scientifically unsound and as ethically un- 
justified as it was before. They give no 
sanction for the use of the so-called elec- 
tronic reactions of Abrams in the diagnosis 
or in the treatment of disease. Nor does 
there appear to be any other sanction for 
this kind of practice at the present time. 

The President, after thanking Sir 
Thomas Horder and his colleagues for the 
report, put it to the vote of the meeting 
whether there should be a discussion upon 
it now or later, when the meeting decided 
against each alternative. 





Pulmonary Collapse. 

In the Atlantic Medical Journal for Janu- 
ary, 1925, LEE states that from a few hours 
to as long as seven days after a surgical 
operation, usually abdominal, the patient 
suddenly presents the symptoms of a 
catastrophe. It is impossible at first to 
localize the condition. The thorax after a 
short time engages one’s attention. Acute 
dilatation of the heart, coronary embolus, 
pulmonary embolism and pulmonary in- 
farction are the usual preliminary diag- 
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noses. A more careful’ examination may 
suggest pneumothorax. There may or may 
not be an increase in respiratory rate, some- 
times reaching 30 or 40. A pulse rate and 
a respiratory rate directly related to the 
febrile reaction, of course, are to be ex- 
pected, but otherwise they are remarkably 
undisturbed. The physical signs in the 
chest are perhaps the most characteristic 
findings. Upon inspection there are dimin- 
ished or even absent respiratory moye- 
ments of the chest wall over the affected 
area. The intercostal spaces apparently 
are hollow and very much narrower than 
upon the normal side. The cardiac im- 
pulse is seen displaced toward the affected 
side (just the opposite that one finds in 
pneumothorax .or effusion). The apex of 
the heart has a tendency to tilt outward 
and upward, so that the apex of the im- 
pulse of the heart may often be felt in the 
axilla (this is particularly true when it 
occurs on the left side). In one of his 
cases, right-sided, it reached the right an- 
terior axillary line and was first diagnosed 
by the house officer as a case of dextro- 
cardia (a very frequent preliminary diag- 
nosis). The dome of the diaphragm on the 
affected side is abnormally high and im- 
mobile. The high diaphragm is seen readily, 
in the left-sided cases detected by percus- 
sion. On the left side, however, percus- 
sion is not so reliable, but x-ray examina- 
tions yield unequivocal evidence both as to 
its position and immobility. 

These symptoms are common to all cases 
—in other words, physical symptoms which 
indicate a falling into the pleural spaces of 
the surrounding structures, namely, those 
of the mediastinum and diaphragm. Fur- 
ther study of the physical signs divides the 
cases into two distinct groups. In both 
dulness on percussion is present over the 
affected side and may extend as high as 
the clavicle; this is usually posterior but 
may be anterior. It corresponds to the 
area of the collapsed lung, is hyperresonant 
and may be tympanitic. In one group the 
vocal fremitus is diminished or absent, 
while in the other it is increased. In the 
group where the vocal fremitus is dimin- 
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ished or absent, the breath sounds are also 
diminished or absent, but when increased 
the breath sounds are loudly tubular or 
amphoric in character, and bronchophony 
and pectoriloquy are also extremely well 
This difference in the physical 
signs is probably dependent upon the 
patency of the bronchi. When there is a 
large proportion of air in them there is an 
increase of breath sounds, loud, tubular, 
amphoric in character, and bronchophony 
and pectoriloquy are present. One will 
readily see that the physical signs in the 
lungs are those commonly attributed to 
pneumonic consolidation, but if anything 
the signs are even more marked, especially 
the tubular and amphoric character of the 
breath sounds. 

Probably the reason massive collapse 
of the lungs is so frequently overlooked is 
that its mere presence is at,once regarded 
as conclusive evidence of the existence of 
pneumonic consolidation. Due regard to 
the other signs, particularly cardiac dis- 
placement, should make the diagnosis clear. 
In the type of cases, however, where there 
is dulness on percussion and’ diminished or 
absent breath sounds the diagnosis is more 
difficult, unless adequate stress is laid upon 
the displaced position of the cardiac im- 
pulse. Broadly speaking, this type of case 
in which the bronchi are not patent is usu- 
ally found in the early stage of the condi- 
tion, while the patent bronchi are found in 
the later state of lung expansion. In one 
of his cases the breath sounds of the trans- 
mitted voice when heard through the stetho- 
‘scope were almost deafening. 

Cardiac displacement is the most char- 
acteristic physical sign, and the condition 
cannot be diagnosed with certainty unless 
this sign is present. This marked displace- 
ment of the heart is rarely if ever accom- 
panied by a cardiac murmur. Though the 
displacement is mainly lateral, in cases in 
Which the whole lobe is involved the dis- 
placement is upward so that the maximum 
impulse may be felt in the third space or 
behind the rib. The x-ray corroborates all 
these physical signs and will be of the great- 
est aid when the lesion is on the right side. 


marked. 
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The lung shadow on the affected side will 
be more opaque and suggest a purulent 
pleural effusion in its degree of density. 
The extent and density of this shadow will, 
of course, vary with the amount of lung 
involved and the degree of seriousness. As 
the air returns this opacity gradually dis-: 
appears, the opposite to a pleural effusion. 
Instead of an increased pleural pressure as 
in pleural effusion, pushing away the heart 
and diaphragm, there is a negative one, and 
the heart and diaphragm encroach upon or 
are pushed into the empty pleural space. 
The +-ray interpretation in one of his cases 
was subdiaphragmatic abscess. Rose-Brad- 
ford says it probably is so frequently over- 
looked because it is a complication of other 
diseases and injuries, its physical signs usu- 
ally being attributed to other causes. 





Ethylene Anesthesia. 


In the Lancet of January 24, 1925, . 
HEWER summarizes the results obtained in 
the first 120 administrations of ethylene. 
The operations included abdominal ex- 
ploration, amputation of the breast, ex- 
cision of cysts, glands, ganglia and polypi, 
incision and drainage of abscesses, suture 
of tendons, circumcision, tonsillectomy, and 
dental extractions. The total time of 
anesthesia varied between two and fifty- 
eight minutes, while the age of the patients 
was from two to sixty-two years. 

The average time for the induction of 
anesthesia was one minute fifty seconds. 
No case gave rise to any anxiety during 
operation. Anesthesia was completely satis- 


‘factory in 110 cases with ethylene or ethy- 


lene-oxvgen only. In five of the remaining 
patients a little ether had to be added to 
secure the necessary relaxation. The rest 
of the unsatisfactory cases were all dental 
extractions which exceeded the estimated 
time, a nasal apparatus not being avail- 
able. If this could have been used there 
is no reason to suppose that the anesthesia 
could not have been extended to enable all 
the extractions to be completed. The 
“single-dose” method usually gives about 
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one and a quarter minutes anesthesia, which 
is longer than with a “straight gas” and 
rather shorter with closed 
chloride. 


than ethyl 


Bismuth Salt in Substitution for Organic 
Arsenical Preparations in the 
Treatment of Yaws. 


In the Proceedings of the International 
Conference on Health Problems in Trop- 
ical America for 1924, PATERSON states 
that bismuthotartrate of sodium and potas- 
sium has now been in use in Kenya for over 
eighteen months—that is to say, since about 
January, 1923—and during that time it has 
been the only drug used by him in the 
routine treatment of yaws. The complete 
figures for the number of cases in which 
it has been used are not at the moment 
available, but it may be noted that in two 
districts alone over 36,000 cases were 
treated with this preparation during 1923. 

The dose for an ordinary adult is 3 
grains given intramuscularly in 2 cc of dis- 
tilled water. For infants and for old people 
a smaller dose is used. The salt appears 
to keep well, is easily prepared for admin- 
istration, and if due care be taken can 
safely be administered by a_ trained 
dresser or hospital assistant. 

The majority of cases are treated, not 
at central institutions, but either- by med- 
ical officers while on tour in their districts, 
or by trained native dressers at small field 
dispensaries. In all cases it is given by 
intramuscular injection into the buttocks, 
and though the injection is followed by a 
certain amount of pain, this would not ap- 
pear to be notably more marked than is 
the case with novarsenobillon, and it does 
not in any case deter patients from attend- 
ing for treatment. Abscess formation has 
been exceedingly rare. The only precaution 
which it is necessary to emphasize is that 
care must be taken to insure that the dose 
of 3 grains is never exceeded, and further 
to insure that a suitable reduction is made 
in the case of children and old people, as 
it must be remembered that bismuth given 
intramuscularly is an exceedingly active 
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drug and that any excess may be followed 
by toxic effects, the most notable of which 
is a stomatitis which may on occasion be 
exceptionally severe. 

The great practical importance, however, 
of the introduction of this preparation of 
bismuth lies in the fact that compared with 
the arsenical preparatiuns it is cheap. 

The usual dose of novarsenobillon was 
0.6 gramme and cost three shillings. The 
cost of the usual dose of the bismuth prep- 
aration is 1/10 of a penny for material, 
plus the cost of preparation; as, however, 
preparation is carried out in the local goy- 
ernment laboratory, and does not occupy 
the whole time of a chemist, it is difficult 
to estimate how much should be added to 
the cost on this account. 

If, however, consideration be given to the 
fact that, for the purchase of novarseno- 
billon for the treatment of 25,000 cases 
of yaws in 1922, it was necessary to expend 
over four thousand pounds, while the pur- 
chase of materials for sufficient of the 
bismuth salt for the treatment of the same 
number of cases would not have exceeded 
fifteen pounds, it is obvious that even if 
the whole-time services of a chemist had 
to be provided for, the saving would still 
amount to well over three thousand pounds. 


Cure of Pruritus Senilis by the Use of 
a Flesh Brush. 


In the British Medical Journal of Janu- 
ary 24, 1925, WiLtraMs claims that an effi- 
cient treatment is as follows: A brush 
resembling an ordinary bath brush but with 
soft bristles (a little stiffer than the bristles 
of a baby’s hair brush) is used. The whole 
skin is thoroughly brushed down with it in 
a warm room every night, and also in the 
morning if necessary. .A large quantity 
of a whitish powder is removed from the 
skin. This powder consists mainly of horny 
epithelium. If the somewhat thinned 
skin of an elderly person with general 
pruritus is examined with a lens small re- 
fractive areas are seen glistening over the 
surface. Some of, these may be semide- 
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tached as a scale, others with edges separ- 
ating and tilted up; the majority are flat 
and almost adherent. Fibers of the under- 
clothing entangle these scales and the sense 
of itching is excited. The flesh brush re- 
moves the scales and cures the patient. 

Williams does not know of any text- 
book in which this treatment is described. 
He has personally described it to many 
colleagues, who report to him its successes, 
and he publishes this note in the hope that 
it will prove of equal value to others as it 
has been to him in the treatment of these 
distressing if not serious cases. 


Scopolamine-morphine Narcosis. 


The British Medical Journal of January, 
24, 1925, tells us that at a clinical meeting 
of the Newport Medical Society held on 
December 17, 1924, Tuomas read a paper 
on scopolamine-morphine narcosis, popu- 
larly known as “twilight sleep.” After 
giving a short history of the earlier work 
done, the technique recommended by Gauss 
was outlined, together with his own method 
of applying the memory test, which was 
characterized by him as being the essentiai 
feature in the success of the method. The 
effects of scopolamine-morphine on uterine 
contractions and the question of oligopnea 
were dealt with, and the advantages of 
scopolamine-morphine narcosis over chloro- 
form as an anesthetic in labor pointed out. 
He states that oligopnea and postpartum 
hemorrhage were not encountered in any 
of his cases, and should not be feared pro- 
vided that morphine was given only in the 
first dose and that the memory test was 
rigidly applied all through the’ labor, thus 
avoiding overdosage. The absence of 
shock to the mother during a prolonged 
labor was remarkable, and he put forward 
the suggestion that as the scopolamine cir- 
culated in the fetal blood also, the same 
antishock effect must also be credited in 
favor of the child, thus minimizing the 
danger to the child of shock during a pro- 
longed labor, which he thought was un- 
doubtedly a cause of death, either during 
.or soon after labor, in many instances. In 
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conclusion, he maintained that scopolamine- 
morphine narcosis was still not given its 
proper recognition. He attributed this to 
the many failures recorded, which he 
thought were due to Gauss’s technique not 
being rigidly followed. By using the tech- 
nique as outlined the mother had no idea 
that labor had been completed, and no 
harm was done to mother or child. 

During. the discussion which followed 
questions were raised as to the use of 
chloroform during scopolamine-morphine 
narcosis, the use of forceps, the question 
of version, the indications of danger to the 
mother from overdosage, and the occur- 
rence of oligopnea. To these Thomas re- 
plied that chloroform was not needed in 
ordinary cases, but might be required in 
cases of internal version or high forceps 
extraction, but then only in very small 
amount ; that forceps could be applied with- 
out chloroform in most instances ; and that 
the danger of oligopnea and postpartum 
hemorrhage was securely guarded against 
by the rigid use of the memory test, which 
also avoided overdose. At the same time 
he urged the great advantage of the method 
in cases of contracted pelvis, where a much 
longer time was required for the molding 
of the-head. In the ordinary way a labor 
such as this would be punctuated by con- 
tinual requests on the part of both patient 
and friends to terminate the labor owing 
to their alarm at its long duration. Under 
scopolamine-morphine narcosis the patient 
did not suffer, and the labor could pursue 
a natural course without interference until 
the child was born. 


The X-ray Treatment of Tonsils and 
Adenoids. 

In the Journal of Radiology for January, 
1925, Yocom states that it has been proven 
that there is no danger to the lymphatic 
glands, thyroid, pituitary or any other tis- 
sues of the body following x-irradiation. 
Radio-thermatitis is a negligible factor, pro- 
viding the technique is properly carried out. 

The only case in which he had untoward 
results was a lady about sixty years of age 





















































































































































































































































who very shortly after the treatment dem- 
onstrated an acute swelling of the parotid 
gland, which subsided after a few hours. 
The reason given for such a reaction was 
the length of the treatment, which was 
longer than ordinarily given in an effort to 
shorten the number. After this complica- 
tion he has not used a prolonged treatment 
and has not had any similar or otherwise 
regrettable reactions. On this particular 
complication, Phaler reports one case in 200 
will have a swelling of the parotid after 
radiation about the face and neck. He at- 
tributes this to an electrostatic discharge, 
and as a remedial measure grounds the lead 
over the patient’s face. Similar conditions 
have followed the application of radium. 

There can be no harm to the thyroid, for 
it receives no radiation. 

Witherbee reports 32 cases from a series 
of 36 streptococcus infections of the throat 
relieved four weeks after one treatment. 
After four to six weeks the tonsil begins to 
atrophy and reaches the highest degree of 
improvement at the end of six months. The 
remaining tissue consists of fibrous tissue 
and is not productive of harm. There is no 
damage to the tonsillar pillars, and when 
treatment is completed they are smooth and 
velvety. The lymphoid islands in the pos- 
terior pharynx are also atrophied. Chronic 
otitis media in children is usually cured. 

Diphtheria carriers are cleaned up by this 
method, and 80 per cent are free from diph- 
theria bacilli in one week after the first 
treatment. Cultures should be made sep- 
arately from the nose and throat, and the 
ear if discharging. If positive cultures are 
found in either of these places, the treatment 
is directed accordingly. If positive cultures 
are obtained from the nose, radiation is di- 
rected over the nose; if in the ear, radia- 
tion is directed over the ear; and if the 
throat is infected, the regulation tonsillar 
treatment is used. Recently he had two 
cases which had eight or ten positive diph- 
theric cultures, and two days after the first 
treatment repeatedly negative cultures were 
made. 

There is no pain attached to the treat- 
ment, for many of the children will go to 
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sleep on the table. The youngest child 
treated in his laboratory was two years of 
age. This patient had a very much ob- 
structed breathing at all times, caused by 
enlarged tonsils and adenoids. Within two 
weeks after treatment he was breathing 
normally and made a good recovery. 

Many of his tonsil patients are those who 
had been advised for many years to have 
their tonsils removed and had positively 
refused to have the same done surgically, 
and are more than satisfied to have the 
treatment used as previously outlined. The 
people are willing to be relieved of the 
unpleasant surgical experience and risk of 
tonsil removal. Let us help them. 

In the discussion which followed these 
questions were asked and answered as fol- 
lows : 

Q. What about treating acute tonsillitis? 

A. I have never treated acute tonsillitis. 

©. Have you had experience treating lit- 
tle infected masses in the back of the throat 
—postoperative cases in which the tonsils 
have been removed early? 

A. Not that experience exactly, but with 
this type of patient you can follow the 
same rule—lymphocytic masses disappear 
by the time the tonsil is atrophied. You 
may be disappointed in some cases at the 
beginning, but be patient. Very often ton- 
sils disappear after treatment has stopped— 
weeks afterwards—but they keep on im- 
proving, sometimes as long as six months 
after the last treatment. So now you can 
consider it a rule to give eight treatments 
to each tonsil and tell them not to come 
back for two months. When they return, 
you have the result. 

Q. Havé you been troubled with continu- 
ous sore throats after treatment? 

A. In his 200 cases he has had one with 
sore throat, and she had diphtheria. 

Q. Would you use the same technique on 
a child two years old? 

A. In a child, atrophy is harder to pro- 
duce than in an adult. His explanation is 
that the adult’s tonsil is ready to atrophy 
anyway. In a woman fifty years of age, 
there was complete disappearance of a big, 
spongy mass in two treatments. 
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Q. If atrophy of the tonsil does not occur 
in children, then what changes do occur in 
that tonsil ? ; 

A. Atrophy of the tonsil does occur in 
children, but is slower in children than in 
adults, because the tonsil is more normal 
and active at that age. A person of forty- 
five or fifty should not have much tonsillar 
tissue. This type of tonsillar tissue disap- 
pears more rapidly unless it is made up 
entirely of fibrous tissue. Occasionally you 
will find a tonsil that is only fibrous tissue— 
just a hard fibrous mass. It is not doing 
much harm to the patient and is not sus- 
ceptible to the x-ray. 


Treatment of Syphilis of the Aorta. 

ScHOTTMULLER, of Hamburg, in the 
American Journal of Syphilis for Janu- 
ary, 1925, claims it is certainly not justi- 
fiable to institute intensive salvarsan treat- 
ment in every known case of syphilitic 
aortitis, whatever the stage and form; it is 
moreover necessary to determine whether 
the syphilitic condition involves other or- 
gans and if other manifestations are pres- 
ent. Especially has he refrained from the 
use of the intensive method of treatment 
in the presence of acute meningeal symp- 
toms. In acute meningitis mercury treat- 
ment was given, after which injections of 
neosalvarsan were substituted after four 
to six weeks. The doses of neosalvarsan 


given at weekly intervals were gradually 
increased to 0.45 and 0.6. As regards other 
manifestations of chronic syphilis of the 
nervous system, he has found that it is 
hardly necessary to exercise the extreme 
caution which prompted his former method 


of procedure. In cases. complicated with 
neurosyphilis intensive treatment of aortic 
lues, as advocated by him, should be given 
only where the coexisting form may be 
expected to benefit also. When these pre- 
cautions were taken he has never experi- 
enced any troublesome by-effects. 

At his clinic he has given several thou- 
sand injections of neosalvarsan to sufferers 
from aortic syphilis. The neosalvarsan is 
_ dissolved in the ampoule in triple-distilled 
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sterile water and is immediately injected 
intravenously. No complications ever re- 
sulted, even though his cases included a 
few secondary syphilitics. Two cases of 
slight peripheral neuritis were observed: 
these patients had received a total of 10 
gm. neosalvarsan and injections were made 
weekly. In cases in which it was neces- 
sary to exceed a total of 5 gm. of the drug 
in one course of treatment the interval be- 
tween injections was increased. Among 
those receiving treatment were some with 
advanced arteriosclerosis and some with 
heart trouble. None of these patients gave 
evidence of exacerbation attributable to the 
intensive specific treatment. 

As a rule treatment was instituted ac- 
cording to the following plan: Where the 
diagnosis of late syphilitic disease of the 
aorta had been made (including cases pre- 
senting suspicious symptoms and a positive 
Wassermann reaction, though other post- 
tive symptoms of syphilis were absent) 
combined treatment with neosalvarsan and 
mercury was begun immediately. The first 
dose is 0.45 neosalvarsan for men and 0.3 
for women. A second injection of 0.6 or 
0.45 respectively is given after an interval 
of eight days; treatment is then continued 
along these lines with seven-day intervals 
until a total of at least 5 gm. neosalvarsan 
has been reached; he has frequently given 
as much as 8 gm. In the majority of cases 
mercury injections are given once a week. 
Up to and including the year 1920 he ad- 
ministered calomel or mercury salicylate in 
doses of from 0.05 to 0.1. He has since 
abandoned these agents for a mercury pre- 
paration which is administered 
venously. 

The technique’is simple: the needle em- 
ployed for injecting the neosalvarsan is left 
in the vein and another syringe containing 
the mercury solution attached and the lat- 
ter agent injected. The first course of 
treatment should be followed by two 
months of potassium iodide treatment. His 
experience has taught him to value it, espe- 
cially in cases in which the Wassermann 
reaction has remained positive. These lat- 
ter cases, as well as those in which the 
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clinical symptoms of cardiac involvement 
have not cleared up, should be kept under 
the influence of arsenicals; such patients 
are, therefore, given one injection of 0.45 
or 0.6 gm. neosalvarsan once every four 
weeks. This method of treatment is con- 
tinued for from two to three years; if con- 
sidered advisable a second course of inten- 
sive arsenical treatment is administered. 
In cases in which it was not possible to 
carry out the treatment outlined above at 
monthly intervals, he substituted two 
courses of intensive treatment with a total 
dosage of 5.0 gm. each. During the second 
and third year at least two identical courses 
should be given. 

Time and again a certain percentage of 
patients thus treated will attain a clinical 
cure. There are, however, numerous ex- 
ceptions to this rule, and for this reason it 
is necessary to watch carefully those pa- 
tients also who no longer’ present any clini- 
cal symptoms and whose Wassermann 
reaction is negative, and to warn them 
against overexerting themselves, for often 
overexertion; even after years of euphoria, 
will entail a relapse which would probably 
have been avoided if the patient had lived 
moderately. In case of the slightest symp- 
toms of a relapse or progression of the 
syphilitic condition, intensive treatment 
should be resumed immediately and should 
be repeated as often as the patient’s needs 
require. 

Statistics of cases successfully treated 
were published in 1923 (Deutsche med. 
Wochr., No. 6). In 1921 twenty cases of 
syphilitic involvement of the aorta were 
treated according to his methods; of these, 
four remained uninfluenced or died, while 
sixteen were dismissed mich improved. It 
is hard to say whether early treatment 
would have saved the four cases which 
were lost ; experience certainly speaks in his 
favor. The second group of patients— 
i.e., those who were found improved at 
the end of the first course of antisyphilitic 
treatment—are liable to relapse and to 
exacerbation, and will finally succumb to 
their aortic disease if the antisyphilitic 
treatment is not continued until a definite 
improvement or a cure is effected. 


THE THERAPEUTIC GAZETTE 





His experience, as to the value of in- 
tensive and long-continued treatment of 
syphilitic disease of the aorta, not only in- 
dicates the importance of beginning anti- 
syphilitic treatment at the earliest possible 
date, but also of pushing the same until a 
definite result is obtained. Moreover, it 
illustrates the necessity of giving due con- 
sideration to even the slightest manifesta- 
tions of the heart or of the vascular system 
—and this applies particularly to patients 
of an advanced age (the oldest patient, thus 
treated, died aged sixty-eight) — even 
though the Wassermann reaction be nega- 
tive; every possible diagnostic aid, includ- 
ing «x-ray, should be employed to enable 
the making of an early diagnosis, for only 
an early diagnosis will make it possible to 
give adequate treatment and thus save a 
large percentage of cases in which prog- 
nosis would otherwise be unfavorable. 

Since the advent of specific salvarsan 
treatment, syphilitic aortitis should always 
be grouped under curable diseases. 





Valuable Measures in the Practice of 
Obstetrics. 


In the Journal-Lancet for February, 1925, 
LAVAKE states that many of the distressing 
symptoms seen in about ten per cent of 
women during pregnancy and the puer- 
perium are due to anemia. How the pla- 
centa extracts iron from the mother during 
pregnancy is not known, but it is known 
that at birth the infant has an amount of 
iron stored up that is proportionately greater 
than is found in the adult. This fact un- 
doubtedly accounts for the frequency of 
anemia found in pregnant women. This is 
of importance, not only from the standpoint 
of distressing symptorhs, but from the 
standpoint of the connection of anemia with 
toxemia and diminished resistance to in- 
fection at childbirth, with greater likeli- 
hood of the breaking down of perineal 
repairs. 

The most frequent symptoms in preg- 
nancy which have manifested themselves 
coincident with a low hemoglobin and red- 
cell count have been numbness and tingling . 
of the extremities, especially of the upper 

















extremities, noticed when arranging the 
hair; increased fatigue on slight exertion ; 
headaches; palpitation; rapid pulse; and, 
in severe cases, edema. In his section of 
the country thyroid derangement accounts 
for similar symptoms, but one should be 
sure of the hemoglobin. These anemias 
generally respond promptly to sunlight, a 
tablet containing five grains of fresh Blaud 
and one one-hundredth grain each of arsenic 
trioxide and strychnine, three times a day 
after meals, and a diet high in iron. The 
following foods, in their order, have the 
highest iron content: lima beans, peas, 
whole wheat, beefsteak, spinach, oatmeal, 
raisins, and eggs. Anemias should lead one 
to increased care in searching for focal in- 
fections. 

In the puerperium a large share of the 
women who drag under par are the sub- 
jects of anemia. One will be surprised at 
the findings if a routine hemoglobin and 
red-cell count is taken on the eighth day 
following delivery. Anderson reviewed the 
last 150 cases at his hospital with regard 
to the blood picture on the eighth day post- 
partum. The average hemoglobin estima- 
tion was 71.5 per cent. Ten per cent were 
below 60 per cent. It was invariably in the 
low hemoglobin group that low sepsis or 
giving way of the stitches occurred. Many 
of these cases lost more blood than normal 
at delivery or were low in hemoglobin at 
delivery. In some the low-grade sepsis 
could be laid at the door of necessary 
operative interference at delivery. With 
the same aseptic technique it is clear that 
infection is not so prevalent in those not 
suffering from anemia. From the stand- 
point of convalescence, even where infec- 
tion is not present, the hemoglobin content 
is of great practical importance, especially 
in reference to length of sojourn in bed. 
He believes that experience proves that it 
is ridiculous to say that patients should get 
up on such and such a day -and begin to 
walk on such and such a day. The time of 
sojourn in bed should be determined by the 
temperature, amount of flowing, rapidity of 
involution, rapidity of the pulse, and the 
hemoglobin. It is unwise to allow a woman 
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to exert herself, even to the extent of sitting 
up, with a pulse above 84 and a hemoglobin 
below 70. If this rule is followed, barring 
infection and retained decidua, women will 
not give a history of months of feebleness 
after getting about following parturition. 
We should exert every care to prevent 
loss of blood at delivery. To this end, 
wherever possible, an attendant should place 
the hand over the uterus after the birth of 
the child to forewarn of any ballooning of 
the uterus. Attempts at expressing .the 
uterus should not be made until the descent 
of the cord shows that the placenta has 


‘separated, and the uterus should be held 


for one hour after birth of the placenta in 
addition to the use of pituitrin-or ergot. 
One need only see one fatality, due to the 
failure of the attendant to properly watch 
the uterus following delivery of the pla- 
centa, to be thoroughly impressed with the 
importance of this routine procedure. 

He believes that we will find that the rou- 
tine treatment of the anus, after delivery, 
will add greatly to the immediate comfort 
of the patient and to the diminution of 
further rectal pathology. He adds that the 
rectal examination, following repair of the 
perineum, is the safest method of testing 
the repair and the surest method of verify- 
ing the integrity of the rectovaginal wall, 
from the standpoint of asepsis. One will 
eliminate great discomfort, following de- 
livery, by massaging back all venous 
pressure protusions within the external 
sphincter with zinc oxide ointment, follow- 
ing up the procedure with a rectal sup- 
pository containing one grain of opium. 
On the second day following delivery begin 
giving an ounce of mineral oil or a com- 
bination of mineral oil and agar by mouth 
three times a day. On the second night 
following delivery inject six ounces of olive 
oil in the lower bowel, to be retained that 
night. This procedure, with the possib‘e 
addition of a small soap-suds enema on the 
morning of the third day, makes the first 
bowel movement very easy and painless and, 
in his experience, has lessened the preva- 
lence of hemorrhoids and fissures. In the 
early puerperium enemas are more effec- 
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tive and less troublesome than cathartics. 
If one gives a cathartic it may keep a nurse 
busy for hours bringing a bedpan for false 
alarms, whereas enemas are more effective 
and the result can be more accurately timed, 
and the patient has less distress. Under 
adverse conditions and lack of a nurse at 
least the massage after delivery and the oil 
by mouth can be practiced to advantage. 


Acidification of Milk with Vinegar 
(Acetic Acid) in Infant 
Feeding. 

In the American Journal of Diseases of 
Children for February, 1925, DunHam 
asserts that the rationale of adding an acid 
to cow’s milk to improve its digestibility has 
been demonstrated by Clark and Faver and 
popularized recently by Marriott. They 
show that the buffer value of cow’s milk is 
considerably more than that of human milk. 
Therefore the former milk neutralizes a 
larger amount of the hydrochloric acid of 
the stomach. The resultant effect is an in- 
terference with the activity of the gastric 
enzymes through a reduction of the gastric 
acidity below the optimal hydrogen-ion con- 
centration zone of pH 3.5 to 5.0. By the 
addition of an acid to cow’s milk its excess 
buffer salts may be counteracted, and its 
digestibility made to simulate more nearly 
that of human milk. This method does not 
entail any appreciable reduction of the food 
elements, as pertains to the ordinary method 
of simple dilution. 

The question as to what degree of acidi- 
fication of the milk is most efficacious, as 
well as which acid is best for this purpose, 
is still an open one. Faber used hydro- 
chloric because it is the physiologic one. 
His best results were obtained from a for- 
mula, the buffer value of which was re- 
duced to about that of human milk. The 
pH of the mixture was 6.0 in contrast to 
6.6 for cow’s sweet milk. The product 
was not considered suitable for 
under six weeks of age. 

Marriott used lactic acid because it is the 
one of bacterially soured milk. He em- 
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ployed a formula with a value of pH 4.0, 
The mixture was recommended for infants 
of all ages. 

The addition of citric acid in the form of 
lemon juice was advocated by Hess be- 
cause of the contained antiscorbutic vita- 
min. Citric acid in small quantities is also 
a normal constituent of milk. A two-thirds 
dilution of acidulated milk was used. The 
resultant acidity was pH 5.3. The mixture 
was not thought to be advisable for infants 
aged less than two months. 

Within certain age limits, all of the fore- 
going acids have given satisfactory results. 

In summarizing his article he states that 
acetic acid has been added to cow’s milk to 
counteract the effect of the buffer sub- 
stances of the milk on the gastric acidity. 
The usage of this acid in the form of ordi- 
nary household vinegar lessened the cost of 
acidulation, utilized a common and harm- 
less article of the kitchen for this. purpose, 
and made the grocery store the source of 
supply. 

A pint of vinegar milk was made from 
one ounce (30 cc) of vinegar (from 5 to 4 
per cent acetic acid) to 15 ounces (450 
cc) of cow’s milk. The vinegar milk was 
given undiluted, except to infants younger 
than two months, who received four ounces 
(120 cc) of water or gruel in the total daily 
feeding. Corn syrup diluted with an equal 
volume of water was added in the amount 
of one ounce (30 cc) of the diluted syrup 
to the pint of vinegar milk. The daily 
amount of the diluted syrup seldom ex- 
ceeded one and a half ounces (45 cc), and 
this was reduced after cereal feedings were 
begun. The foregoing mixture was well 
tolerated as a routine food. Disturbance 
of the digestion was a rare occurrence, and 
was correctable by a temporary reduction 
of the sugar and fat elements of the food. 

The clinical results of vinegar milk feed- 
ing compare favorably with those of other 
types of acidified milk. The factors of 
economy, common usage, wide commercial 
distribution and safety recommend vinegat 
for the acidifying agent when acidified milk 
is indicated. 
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A Report of 500 Consecutive Tonsillec- 
tomies in Their Relation to the 
Coagulation Time of the Blood 
and Hemorrhage. 

In the Boston Medical and Surgical J our- 
nal of February 12, 1925, RicHarps states 
that these cases would seem to show that 
instances of hemorrhage in connection with 
tonsillectomy are much less than is usually 
supposed, since these operations were per- 
formed by operators of varying experience 
and ability and by varying methods, and 
also in varying positions, some being done 
in the upright and some in the recumbent 
posture. For the most part suction is used 
in the operations done in the Union Hos- 
pital of Fall River, Mass. Hemorrhage 
includes only those cases in which the 
hemorrhage was sufficient to give real an- 
noyance either at the time of operation or 
afterwards. 


As to the value of the coagulation test, 
it does not appear from these cases that a 
great deal of information as to the liability 


of hemorrhage is to be obtained from the 
coagulation test, as in all of the six cases in 
which hemorrhage occurred the coagulation 
time was in no instance greater than four 
and a half minutes, and reference to his 
table shows that there were more than one 
hundred cases in which the coagulation 
time at the time of the test was five min- 
utes or greater. Nevertheless he regards 
this fact as giving information to the doctor 
and putting him on guard in all cases in 
which the coagulation time is greater than 
five minutes. 

The methods in use in taking the coagu- 
lation time are three: that recommended by 
Sluder, the one in which the time is taken 
by watching the blood drop under the 
microscope, and the one which he has used 
for the most part, which consists of putting 
the blood in a minute capillary tube, break- 
ing off a bit of the tube at intervals and 
noticing the moment at which the fibrin clot 
strings from one end of the broken tube 
to the other broken end of the tube. This 
last seems the most reliable as it is freest 
from all possible sources of error. 


0 


While there were no excessive coagula- 
tion times in his series, he has had it de- 
layed up to fourteen minutes and has oper- 
ated without danger in such cases, provided 
there was no manifest cardiac or kidney 
trouble or marked increase in blood-pres- 
sure. In case there should be any trouble 
of this kind, operation should be delayed. 
He regards the taking of the coagulation 
time as a worth-while routine procedure. 

The term hemorrhage as here used does 
not mean temporary bleeding at the time of 
operation if not requiring anything more 
than pressure or the temporary grasping of 
a vessel to control. When the immediate 
bleeding is at all troublesome he has found 
that grasping the bleeding area with a 
broad blade-clamping forceps like the Pratt 
rectal forceps gives satisfactory control. If 
applied when the first tonsil is removed it 
is usually ready to be taken off when the 
enucleation of the second tonsil is finished, 


when it can be applied to this area if re- 
quired. 





Adenoma of the Thyroid. 


In California and Western Medicine for 
Yebruary, 1925, MULLER states that the 
treatment of adenomas is surgical. Iodine 
is contraindicated. Its use exerts no influ- 
ence in causing the adenoma to disappear, 
but, to the contrary, it May cause symptoms 
of hyperthyroidism to develop ; a condition 
which was often called by our predecessors 
“iodine heart.” 

The use of the #-rays in this type of 
goitre is to be condemned. They do not 
relieve the patient of her adenoma, but may 
relieve her of what normal thyroid tissue 
she has left and thus give rise to symptoms 
of hypothyroidism. The adenomas often 
crowd out and obliterate the normal thyroid 
tissue until there remains only a thin layer 
of it adhering to the capsule of the gland 
which might be just enough to care for the 
patient’s needs after her adenoma is re- 
moved. In some of the adenomatous 
goitres that appear diffusely enlarged, an 
x-ray treatment will cause the adenomatous 
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nodules to become apparent by its selective 
action on the extra adenomatous tissue. 

Cleaning up of foci of infection seems to 
have a beneficial influence in Graves’s dis- 
ease, but will not exert any effect in caus- 
ing an adenoma to disappear. 

To remove the adenoma surgically is to 
remove abnormal thyroid tissue, which, by 
its presence, produces all of the patient’s 
symptoms. Its surgical removal will put a 
stop to the disease, but whatever permanent 
damage to vital organs has occurred will 
always remain. Even the extreme cases, 
however, will show some improvement after 
operation. Removal of the goitre before 
symptoms arise precludes their possibility ; 
removal after they appear arrests the dis- 
ease, prevents further degeneration, and 
allows for some recuperation. The basal 
metabolism returns to normal limits within 
two weeks following removal of the ade- 
noma. In contradistinction to Graves’s dis 
ease, these patients do not require the pre- 
operative preparation that those suffering 
with Graves’s disease do—the 
cases with myocarditis, auricular fibrilla- 
tion and hypertension naturally require pre- 
operative rest in bed and digitalis, until 
such time that they may be able to with- 
stand thyroidectomy. Preliminary ligations 
are never done. It 
recognize adenomata of the thyroid and 
remove them surgically before permanent 
damage to vital organs takes place. It is 
not good judgment, however, to advise 
surgery in young people from fifteen to 
twenty-five years of age without symptoms, 
on account of the possibility of new ade- 
nomas developing after operation or very 
small ones being overlooked at the time of 
operation, to subsequently grow and give 
trouble. A frequent site of such “recur- 
rences” is the pyramidal lobe, and for this 


advanced 


is essential that we 


reason it should be removed at operation, 
providing there is enough normal thyroid 
left without it. 

A further, but also important, reason for 
advising surgical removal of adenomata of 
the thyroid gland is that 95 per cent of 
cases of carcinoma of the thyroid occur in 
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glands with preexisting adenomas, and 
although carcinoma of the thyroid gland is 
rare, we can readily see that it may be 
made rarer by curing our patients of ade- 
noma. 





Antitoxin Intraperitoneally. 


In the American Journal of Diseases of 
Children for February, 1925, Toomey, 
GorHte and Dauer state that they have 
compared fifty cases of diphtheria treated 
by intraperitoneal injection with other 
methods of antitoxin in administration. 

They agree with Platou when he states 
that the method is a safe and simple one. 

They have shown that antitoxin may be 
used intraperitoneally, just as it is received 
from the commercial house, undiluted with 
saline solution. 

They believe that this method is the 
method of choice in severe cases of toxic 
myocarditis. 

Since the foregoing was written they 
have injected 118 additional patients, mak- 
ing in all 168 cases of diphtheria treated 
with antitoxin injected intraperitoneally. 
The facts gleaned from the additional in- 
jections have not changed their conclusions. 


The Treatment of Acne and Pustular 
Diseases of the Skin by Mustard 
Baths. 

In The Practitioner for February, 1925, 
HETHERINGTON tells us that for a consid- 
erable time he has been treating cases of 
acne with mustard baths. He finds, as a 
rule, that after a few baths the spots are 
less inflamed, the skin healthier and not so 
irritable. The baths should be taken once 
daily, except in severe cases, when twice a 
day is more effective. He thought at first 
that the mustard might increase the inflam- 
mation in severe cases, but curiously enough 
this does not occur. The mustard has an 
invigorating and cleansing action on the skin, 
leaving it soft and healthy; it is particularly 
useful for greasy skins and general pustular 
conditions. For ordinary bath purposes it 
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is infinitely superior to “bath salts,” as the 
latter tend to harden and dry the skin. 

He usually prescribes two tablespoonfuls 
of ordinary mustard to each bath, but there 
is a special form of bath mustard obtainable, 
which contains a smaller amount of volatile 
oil and is consequently less irritating to the 
eyes. 

; An interesting feature is the effect of the 
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mustard on the bath itself; after it is used 
no soap-suds or dirt will be found adhering 
to the enamel of the tub. 

He does not claim that this treatment will 
cure ail cases of acne, but he feels sure that 
many medical practitioners will be only too 
pleased to know of a simple remedy which 
is really helpful for this particularly un- 
pleasant and irritating malady. 





Surgical and Genito 


-Urinary Therapeutics 


Acute Suppurative Mastoiditis. 
Larsen (Minnesota Medicine, December, 


- 1924) as the result of a survey of literature 


and the study of over 300 cases in his 
service holds that every acute otorrhea 
should be considered as a potential mastoid- 
itis. The difference is largely one of degree. 

The majority of cases of acute otitis 
media do not require operation before the 
third week because bone softening or de- 
calcification usually requires about three 
weeks, depending upon the virulence of the 
infection, the resistance of the patient, the 
degree of tympanic drainage, and the type 
of the mastoid bone. 

In children relatively few serious com- 
plications follow acute mastoiditis caused 
by the ordinary nose and throat infections. 
Continued aural discharge in adults is of 
more serious import. 

Early operations do not always prevent 

complications, and too early operations may 
cause them. 
' Most chronic ears follow the exanthemata 
(notably scarlet fever and measles), septic 
tonsillitis and influenza, and it is in these 
cases, particularly following scarlet fever, 
that early mastoid drainage is indicated, 
forestalling the menace of discharging foci 
and the impairment of the function of the 
middle ear. 

An acute discharge from the ear should 
not be allowed to continue for more than 
six or eight weeks at the utmost, if for no 
other reason than the impairment to hear- 
ing which is so likely to follow 





As to treatment the early incision of the 
drum is advised followed by proper pro- 
vision for drainage. Heat in the form of 
light, using an electric bulb. with a con- 
denser, seems serviceable not only in acute 
otitis media but in early mastoiditis. The 
light is held close to the retroauricular 
region for from forty-five minutes to one 
hour the first day, one and one-half hours 
the second day, and from one and one-half 
to two hours daily thereafter, preferably 
half of the time in the morning, the re- 
maining time in the afternoon. This form 
of treatment, too, is valuable in slowly heal- 
ing wounds following operation. 

There can be no doubt but that some of 
the continuously discharging ears are sim- 
ply tuborrhea, the suppuration being con- 
fined to the Eustachian tube. This usually 
responds promptly to removal of nasal con- 
ditions, especially the removal of adenoids 
and diseased tonsils and the correction of 
the nose-blowing habit. There is too much 
blowing of the nose. These patients should 
be instructed to blow the nose without 
closing either nostril. 

A sufficiently wide opening made into 
the antrum to provide adequate drainage 
and careful, clean removal of all diseased 
cortex are the essential features of the 
operation. Early healing of the mastoid 
wound is favored by the so-called blood- 
clot method (the immediate closure of the 
post-auricular opening); or the removal 
of drains as early as is compatible with 
safety are the additional important essen- 
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tials when there are no complications and 
when the dura or sinus has been exposed. 

All dressings should be as light as possi- 
ble. The outer dressings should be changed 
in twenty-four hours and daily thereafter. 
The drain should not be disturbed for four 
or five days, and then gradually removed 
so as not to disturb the granulations. All 
bandages should be removed as soon as 
possible. If the wound shows a great deal 
of reaction, nothing has given us as much 
satisfaction as hot, wet, boric acid dress- 
ings. 

Causes of failure necessitating a second 
operation are generally due to too early 
operation or because diseased cells have 
been overlooked, often at the tip or the 
zygoma. 





Fractures of the Hip. 


HENDERSON (Minnesota Medicine, De- 
cember, 1924) notes that disability even 
without much pain following a fall on the 
hip in elderly persons should render the 
surgeon wary, and unwilling to make a diag- 
nosis of sprain and contusion unless a thor- 
ough x-ray examination fails to reveal 
a fracture. The outstanding subjective 
symptoms are (1) disability following a 
fall, and (2) pain of varying degrees on 
attempted manipulation, or when the limb 
is used. Instances are not uncommon of 
the patient being able to walk for some 
distance because of the stability of the 
impaction. The objective symptoms are of 
more importance: (1) eversion of the leg 
and foot; (2) shortening of varying de- 
grees; (3) displacement of the trochanter 
to a posterior plane, always accompanied 
by eversion of the foot; (4) crepitus on 
manipulation ; (5) slight swelling and often 
local tenderness of the hip-joint manifested 
on palpation ; (6) inability, except in firmly 
impacted fractures, to lift the heel from 
the bed or table while the knee is extended ; 
and (7) a good x-ray plate or film. The 
last mentioned will definitely establish the 
diagnosis, and render unnecessary the ma- 
nipulation to elicit crepitus. 

The absence of the classical clinical signs 


of fractures of the hip may lead one into 
the pitfall of mistaken diagnosis if the frac- 
ture is well impacted. Time and again 
have patients presenting themselves with 
non-union in the hip-joint stated that at the 
time of the accident their physicians had 
examined them carefully, measured their 
legs for comparison of length, then manipu- 
lated for crepitus, and because of the ab- 
sence of these signs had insisted that there 
was no fracture. Months later, when pro- 
longed disability had demanded further 
consultation, much to the chagrin of the 
attending physician, shortening and crepitus 
had been found, and x-ray examinations 
had clearly revealed a fracture. The ex- 
planation is that there had been good im- 
paction at the time of accident, but as no 
fixation was provided the impaction had 
broken down. Such cases emphasize the 
necessity for re€xamining, at intervals, as 
one would a patient seen for the first time; 
if he does not make the recovery antici- 
pated. 

Undoubtedly impacted fractures of the 
hip do sometimes unite firmly with little or 
no treatment. In a large number of Hen- 
derson’s cases of ununited fractures of the 
hip a diagnosis of fracture was not made 
at the time of the accident because there 
was no appreciable deformity and no short- 
ening demonstrated. In others the treat- 
ment had been indifferent and unscientific, 
carried out more as a ritual, and consisted 
in applying an ordinary Buck’s extension, a 
long side splint, sand-bags on each side of 
the leg, and so forth. The means to attain the 
end desired, namely, anatomic restoration of 
the injured part and the fixation in that posi+ 
tion until union occurs, may vary according 
to the method of the surgeon. However, 
when such surgeons as Royal Whitman and 
Willis Campbell have had the opportunity 
to treat a large number of patients with a 
high percentage of excellent results, it be- 
hooves us to follow their teaching and 
practice their methods, unless circumstances 
prevent us from so doing, or we have some- 
thing better to offer. I believe that the ab- 
duction method, as advocated so strongly 
by Whitman, and practiced so successfully 

















on a large number of patients by Campbell, 
is the method of choice and should be thor- 
oughly understood by all who undertake 
the treatment of this serious type of frac- 
ture. The old belief that the majority of 
fractures of the hip-joint fail to unite is in 
the discard, and not to be countenanced in 
modern surgery. On the other hand, to 
say that treatment of this sort should be 
accorded all fractures of the hip is unrea- 
‘sonable. We are all occasionally confronted 
with the feeble folk of seventy, eighty, or 
ninety years, whose reserve is almost at the 
zero point. They cannot stand confinement, 
and the only thing to do in such a case is to 
treat the patient and not the fracture. 

The treatment of a recent fracture of the 
hip may be undertaken with confidence, 
unless the patient is too old or feeble to 
stand confinement. When possible, the 
patient should be placed in a hospital. Under 
an anesthetic and preferably on a fracture 
table, the impaction should be broken up, 
the leg pulled down to normal length, and 
the hip swung out into full abduction with 
the foot in inversion. This reduction is 
usually readily accomplished, the abduction 
and inversion maintaining securely the 
correct anatomic reposition of the frag- 
ments. Abduction is checked only by the 
impingement of the trochanter and its tis- 
sues against the wall of the pelvis. Also in 
this position, while the limb is in extension, 
the ilio-femoral ligament is tightened, 
which steadies the fragments. A double 
plaster-of-Paris spica cast has been very 
efficient in maintaining this reduction. That 
the Whitman method gives good results is 
shown by the careful report of Willis 
Campbell, on 160 fresh fractures of the hip. 
Twenty-one patients reported for examina- 
tion several years after dismissal; of these, 
sixteen (75 per cent) had solid bony union, 
and 90 per cent had good functional results, 
certainly a different story from that told 
by the older practitioners that non-union is 
to be expected. 

When non-union exists the patient must 
either be satisfied with a fibrous union, 
which in some instances is more satisfac- 
tory than might be expected, or have some 
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form of reconstruction operation; to bring 
about union of the fragments or to give 
bony weight-bearing contact of the femur 
on the pelvic wall, and thus stability. 





Management of Eye Injuries. 


Repway (International Journal of Med- 
icine and Surgery, December, 1924) speak- 
ing from the standpoint of the industrial 
surgeon notes that the management of in- 
dustrial eye injury has attained a relatively 
high degree of perfection, by which is 
meant that instruments have been so im- 
proved and operative technique so highly 
developed that, within the limitations im- 
posed by nature of the structures involved 
and by the injury itself, both visual and 
economic losses from this source are rela- 
tively low. 

Next to prevention itself, immediate and 
competent treatment cannot be too strongly 
urged. 

The greater number of eye injuries in 
efficiently managed industrial plants are 
small ones. This is both fortunate and 
unfortunate. It is fortunate in that when 
effectively treated the visual and economic 
losses are small. It is unfortunate in 
that the comparative triviality of the in- 
jury makes it hard to impress upon the 
injured person the possible serious con- 
sequences of delayed or incompetent treat- 
ment. It is indeed a tribute to the 
handicraft of Providence that so many 
human eyes have successfully withstood 
the vicious onslaught of the eyestone, the 
human tongue, the pocket-knife, the nearest 
hose, and the possibly socially (?), if not 
bacterially, clean pocket-handkerchief. This 
rough and ready first-aid treatment is so 
frequently successful in the case of super- 
ficial foreign bodies that the temptation is 
strong to have a try at it even when the 
injury is of a more serious nature, with 
results such as foreign bodies pushed into 
the anterior chamber and wounds infected. 

Major and serious accidents because of 
their alarming nature and usual great pain 
receive almost immediate attention. But it 
is not unusual for individuals to go for 
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days with foreign bodies in the cornea or 
sclera, especially if deeply embedded and 
not very painful, without attention whatso- 
ever. It is only when ulceration com- 
mences, or the pain of a sequent iritis drives 
them to seek medical aid, that they consult 
the surgeon. 

Early and adequate treatment of these 
trivial injuries will accomplish the desired 
end of keeping them trivial. 

With reference to small operative pro- 
cedures on the cornea, conjunctiva, or 
sclera, but especially upon the cornea, the 
abandonment of cocaine is urged, wherever 
practicable. Not only is the annoying 
cocaine reaction completely avoided, but its 
destructive drying and toxic action on the 
corneal epithelium is also done away with. 

The matter of infection is an important 
one. The conjunctival sac of shop workers 
is not necessarily more heavily infected 
than that of others, nor do we see many in- 
fections arising from the source. The high 
speed at which tools and wheels are usually 
driven produces such high temperatures 
that foreign bodies from these sources are 
usually sterile. But the individuals with 
whom we deal are unusually prone to focal 
infections of a chronic nature, chief of 
which are teeth, sinuses, and lacrimal sac, 
in the order named. Many of those report- 
ing for treatment show evidences of a pre- 
vious iritis or chronic uveitis. And here 
are the sources of a great number of our 
infections following injury. 

The highly differentiated tissues of the 
eye do not withstand insult or injury well, 
and replacement of damaged tissue is 
nearly always at the expense of vision or 
function, or both. Yet the inherent powers 
of resistance in them to infection is enor- 
mous when they are at their physiologic 
optimum. Injured eyes seen immediately, 
put as far as possible at physiologic rest, 
and relieved of the burden of any unneces- 
sary toxic influence, are in the best possible 
strategic position to resist infection. A great 
many shop workers are also victims of 
severe eye-strain. It is not unusual to find 
a high degree of ametropia, with vision 
ranging from 20/50 to 20/100, uncorrected. 
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Thus we have eye-strain added; to varying 
degrees of toxemia to cope with in consid- 
ering the question of lowered resistance to 
infection. 

Neglect of these vitally important con- 
siderations in the management of cases of 
eye injury will inevitably lead to poor re- 
sults. 

Careful manipulation of injured tissues 
in order not to increase existing trauma is 
essential and mandatory ; removal of foreign 
and possibly irritating matter by simple 
flooding of the eye with normal salt solution 
before the attempted removal of even small 
foreign bodies, provided always it is done 
early, will, when followed by reasonable 
physiologic rest of the injured tissues, near- 
ly always yield a satisfactory result. 





Rupture of the Uterus. 


Hirst (American Journal of Obstetrics 
and Gynecology, December, 1924) reports 
an extensive experience with this accident. 
He briefly reports illustrative cases due to 
obstruction either incident to contracted 
pelvis, hydrocephalus, malposition or over- 
growth on the part of the fetus. He notes 
two cases of spontaneous rupture of the 
uterus in addition to those which are now, 
unfortunately, quite common following 
Cesarean section. The two cases he saw 
occurred in very fat women who became 
suddenly obese just before their last preg- 
nancy. There was no obstruction whatever 
in either case, but the uterus ruptured ex- 
tensively and the child was expelled into 
the peritoneal cavity. In one case it was 
a transverse rupture of the fundus from 
tube to tube. Hirst first saw this woman 
a month later and did a_ hysterectomy 
which resulted in a cure. 

He quotes a number of examples of rup- 
ture by internal manipulation, one in which 
the uterus was completely ruptured; two 
pieces of intestine detached from the mes- 
entery were hanging out of the vulva, and 
both of the baby’s arms had been pulled off 
in an attempt to do version, the arms ap- 
parently having been mistaken for the legs. 

Hirst observes, as a commentary on the 
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present-d , fad for the immediate resort to 
version, that out of Koblank’s eighty cases 
of rupture, twenty-nine, or thirty-six per 
cent, were due to version. 

Hirst records a number of perforations 
by instruments passed through the vagina, 
others with perforation of.the uterus through 
the abdominal wall. One of a young girl 
who passed a long hatpin into her abdomen 
at the umbilicus, transfixing the fetus, but 
suffering, herself, from no ill consequences 
whatever except for a few drops of pus 
which oozed out of the navel for two or 
three days. It is noted that there is a pos- 
sibility of rupture of the uterus in perform- 
ing version in placenta previa, no matter 
how carefully the operation may be per- 
formed. 

Hirst reports a partial rupture of the 
peritoneal coat and superficial myometrium 
by imposition of weight on the abdomen. 
This accident was due to coitus in the last 
month of pregnancy, the husband being a 
man of large stature and unusual weight, 
at least 250 pounds. Death occurred in this 
case from profuse hemorrhage. There is 
a history of this man having lost his first 
wife with the same symptoms at the same 
date of pregnancy. 

Schultz from statistical study shows that 
out of 323 cases of rupture of the uterus, 
the mortality of inactive treatment was 78.3 
per cent, of irrigation and drainage 64 per 
cent, and of the operative treatment 55.3 
per cent. 

In commenting upon this paper Davis 
observes that in six instances of uterine 
rupture there will be one instance in which 
no adequate cause can be found. Norris 
States that almost always rupture of the 
uterus has been due to bad obstetrics. He 
Observes that spontaneous ruptures have 
become more frequent since Czsarean 
section is being more frequently done. Dan- 
ger of rupture is very much less following 
operation on the lower uterine segment and 
is a distinct argument in its favor. 

Nicholson has had three cases of rupture 
of the scar due to a Cesarean section. The 
patient complained of slight pain not char- 
acteristic of labor ; there was no pulse hurry 
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or temperature rise, nor was the cervix 
obliterated, or the membrane ruptured. 
Operation in two instances disclosed intact 
membranes, the fetal sac with the placenta 
being free in the abdominal cavity, while 
the uterus was firmly contracted in the pel- 
vis. Nicholson believes that if the placenta 
be implanted at the site of the old scar the 
scar tissue will be digested and there will 
result a rupture which will probably occur 
before labor begins. 





Renal Functional Tests for the General 
Practitioner. 

Under this title HENcH (Northwest Med- 
icine, December, 1924) notes that as pointed 
out by Widal and Javal there are two main 
forms of chronic nephritis: (1) The azote- 
mic form, in which the glomeruli are chiefly 
damaged, with resultant difficulty in the 
excretion of nitrogenous waste bodies, and 
the presence of these substances in abnor- 
mal amounts in the blood; and (2) the 
hydremic or chloremic form, in which 
edema is a prominent feature, the condition 
being a “salt-and-water nephritis,” and the 
pathologic changes being largely in the renal 
tubules. A combination of these two main 
types is common, and often the end-result 
of either type. 

In the azotemic form the treatment is 
sparing and eliminative: (1) preventing 
further accumulation by means of a low 
protein diet (approximately 40 gm. daily), 
and (2) forcing rather than withholding 
fluid, with sweating and catharsis as ad- 
juvants. 

In the chloremic form the treatment 
is reversed. Fluid and salt intake should 
be minimal, while protein restrictions 
may not only be unnecessary but con- 
traindicated. Epstein actually uses a high 
protein diet to take advantage of the spe- 
cific dynamic action of protein to restore 
the normal equilibrium of blood, water, 
chlorides, proteins, and lipoids. 

Since results are often unsatisfactory by 
a routine management of all types of cases, 
the importance of renal functional tests that 
will give fairly specific therapeutic indica- 































tions must be apparent to the practitioner. 
The four tests most easily adapted for gen- 
eral use and which give valuable data are: 
(1) the phenolsulphonephthalein test, (2) 
the water and (3) the concentration tests, 
and (4) the salivary urea index. 

The phenolsulphonephthalein test was the 
first practical renal functional test devised, 
and remains probably the most useful. The 
dye may be given intravenously or intra- 
muscularly. At the Mayo Clinic on the 
service of Dr. Rowntree, who originated 
the test, the dye is generally given intra- 
venously, and normally there is a return of 
from 50 to 60 per cent in the urine col- 
lected for two hours after the injection. 
After intramuscular injection, a return of 
from 40 to 60 per cent of the dye in urine 
collected for two hours and fifteen minutes 
is considered normal. 

The water test. Fifteen hundred cubic 
centimeters of water is given on an empty 
stomach at 8:00 a.m. Urine collections are 
made at half-hour intervals for the next 
four hours. The normal output in this 
period varies between 1200 and 1800 cc; the 
specific gravity should at least be as low 
as 1003. 

The concentration test. The patient is 
given a diet for one day consisting of 20 per 
cent solid food only; no fluids are given. 
The urine is collected at three-hour inter- 
vals. The specific gravity should reach 1030. 

The two latter tests, devised by Volhard 
and Fahr, and used also by Addis and Shev- 
ky, show the reserve excretory powers of 
the kidney. 

Ii there is fixation of specific gravity in 
the absence of edema, it is a direct indica- 
tion for forcing fluids, or at least for keep- 
ing up an intake adequate to prevent nitro- 
gen retention. 

Salivary urea index. The determination 
of the presence or absence of retained nitro- 
gen bodies in the blood is of great impor- 
tance in indicating proper treatment. These 
metabolites are mainly urea, uric acid, 
creatinin, and amino-acids. Uric acid is 
increased in the blood, probably before 
urea; and creatinin retention gives more 
information than urea retention with regard 
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to the severity of the renal damage and the 
life expectancy. It should be added that 
Brown and Roth have shown that the ane- 
mia accompanying nephritis is of the same 
grave prognostic importance as creatinin 
retention. The determination, therefore, of 
hemoglobin and the erythrocyte count, 
which are possible to the practitioner, will 
give important data. From the practical 
standpoint, the determination of the blood 
urea generally gives the greatest amount of 
information. Though its determination is 
fairly simple in the hands of a laboratory 
worker, it is hardly within the realm of the 
general practitioner. Therefore the salivary 
urea index test, which may be made simply 
within ten or fifteen minutes, and which 
gives practically the same information, is 
especially suitable for routine office work. 

With urea retention in the body, there is 
an increase in the salivary urea, proportion- 
ate to the rise in the blood urea. Certain 
salivary constituents have the property of 
forming compounds with mercury, and of 
these the salivary urea is the dominating 
mercury-combining element. Therefore, 
urea retention in the body is indicated by a 
rise in the mercury-combining power of 
saliva. The mercury-combining power of 
100 cc of saliva, measured in cubic centi- 
meters of 5-per-cent mercuric chloride, is 
called the salivary urea index. 

When mercuric chloride is added to satu- 
rated sodium carbonate, a reddish-brown 
precipitate of a mercury oxychloride is 
formed. If the mercuric chloride is first 
added to saliva, and then a drop of the 
saliva-mercuric chloride mixture added to 
saturated sodium carbonate solution, no 
reddish-brown precipitate will occur until 
free mercury is present; that is, until the 
mercury-combining power of the saliva is 
entirely satisfied. 

After the mouth has been thoroughly 
washed with half a glass of water, a small 
piece of paraffin is chewed to stimulate sali- 
vary flow. Paraffin of a low melting point 
is desirable as it does not crumble readily, 
or a wad of paper may suffice ; but chewing- 
gum interferes with the end-point and 
should not be used. About 8 cc of saliva. 
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Specimen A, is collected in a small recep- 


tacle. A similar amount, Specimen B, is 
collected in a second receptacle. Specimen 
A is used only as an approximate check, as 
it may contain food particles, rinse water, 
and so forth, which may alter its mercury- 
combining power. Specimen B is used for 
the determination of the salivary urea 
index. 

The determination on Specimen B should 
be made promptly, or, at the latest, two or 
three hours after collection, to forestall bac- 
terial action, which would cause a rise in 
the mercury-combining power. If the 
specimen cannot be tested promptly, bring- 
ing it to a boil for a few seconds will pre- 
vent the bacterial decomposition. 

One drop of saturated sodium carbonat: 
is placed in each depression of a porcelain 
spot-plate. Five cubic centimeters of saliva 
from Specimen B are carefully measured 
into a small flask. From a burette, or 
pipette, 1.5 cc of five-per-cent mercuric 
chloride is added to the saliva and shaken. 
With a small glass tube, a test drop is 
removed from the saliva-bichloride mixture 
and added to one of the drops of sodium 
carbonate on the spot-plate. The re- 
mainder of the contents of the tube used to 
remove the test drop should be blown back 
into the flask. If a brownish-red tinge 
does not promptly appear on the porcelain 
plate, but instead no color, or a canary 
yellow, the titration must be carried further. 
About six drops of mercuric chloride should 
be added, mixed, and tested again with 
sodium carbonate; this procedure is con- 
tinued and mercuric chloride added to the 
saliva in the flask until the test drop shows 
the first definite trace of brownish precipi- 
tate, which should develop in about three 
seconds. Since the salivary urea index in- 
dicates the number of cubic centimeters of 
bichloride used for 100 cc of saliva, the 
number of cubic centimeters of five-per- 
cent bichloride added to 5 cc of saliva to 
reach the end-point are multiplied by 
twenty to give the salivary urea index. If 
more than three or four test drops are 
removed, correction should be made by 


adding a value of two to the salivary index 
for each three or four drops used. 

With saliva from patients with very high 
urea retention, determination of the end- 
point is a little difficult, as a brown precipi- 
tate tends to appear slowly before the real 
end-point. The latter, however, may be 
determined when a definite brown precipi- 
tate appears promptly within three seconds 

Although the flasks and a burette will 
suffice, for the convenience of the general 
practitioner, the necessary reagent bottles, 
collecting flask and calibrated index tubes 
have been assembled in a small box which 
may be carried in a hand-bag or may serve 
as a compact laboratory outfit. 

The normal salivary urea index is be- 
tween 30 and 50 cc of 5-per-cent mercuric 
chloride for each 100 cc of saliva. When 
urea retention occurs in the body, the sali- 
vary urea index rises in proportion to the 
retention. 





Pylorus Spasm in the Adult and Its 
Surgical Treatment. 


BASTIANELLI (Annals of Surgery, Jan- 
uary, 1925), after reporting on a study of 
pylorus spasm and the difficulty of diag- 
nosing it in the adult, comments upon four 
cases in which an. accurate clinical study 
and Roentgen examination had brought him 
to the diagnosis of certain or probable duo- 
denal ulcer ; which was not found on opera- 
tion. In all of these cases the pylorus ring 
seemed contracted; for which reason and 
because of the success attending Ramm- 
stedt’s operation on pylorospasm in infants, 
the muscle fibers of the ring were incised at 
right angles to the opening. A small pedun- 
culated flap of fat was introduced between 
the lips of the section after having de- 
tached the muscular layer from the submu- 
cosa to such a degree as to be certain that 
the cut ends of the sphincter would freely 
retract. The cases are reported in detail. 
The results have been good so far. 

Bastianelli states that he has not tried to 
resolve a question, but has put one: Is 
tle primary pylorous spasm such an entity 
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that we can diagnosticate it clinically, and 
during an operation? And are there con- 
ditions which can be benefited by cutting 
the pylorous ring? Can we through such 
an operation, by the Roentgen and clinical 
cr perhaps experimental study, gain a bet- 
ter understanding of those conditions? 





Kahn Precipitation Test in the Diagnosis 
and Treatment of Syphilis. 


Levin (Northwest Medicine, December, 
1924) notes that the Kahn test depends 
upon the phenomenon that when the serum 
of the syphilitic patient is brought in con- 
tact with the Kahn antigen and shaken a 
precipitate results, the amount of precipi- 
tation depending upon the amount of syphi- 
litic antibodies present in the serum. The 
antigen used by Levin was prepared Bacto 
beef heart dehydrated. In the actual per- 
formance of the Kahn test three parts of 
physiological saline are added rapidly to 
one part of the Kahn antigen and mixed 
thoroughly. An opalescent solution results ; 
0.05 cc of this diluted antigen is added to 
0.3 of the patient’s serum (inactivated at 
55° C. for thirty minutes); the tube is 
shaken vigorously for a few minutes and 
then allowed to incubate over night at 
37° C. In a negative serum no precipita- 
tion will occur. In syphilitic serums the 
amount of precipitation will vary from very 
small particles to very large clumps, de- 
pending upon whether the serum is weakly 
or strongly positive. The positive results 
are read on the basis of one, two, three, or 
four plus. While the results were so read 
and recorded, they were sent out to the 
physicians as negative, doubtful, or positive. 

In the recent Kahn procedure “the test 
consists of three tubes, each containing dif- 
ferent proportions of serum and antigen 
dilution. The final result is the average of 
the precipitation findings in the three tubes, 
and is expressed in plus signs.” By the 
recent procedure the results may be read 
within twenty minutes at the most. 

In the hands of the originator the Kahn 
test gives as complete agreement with the 
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Wassermann test as it is possible to get 
with such variable factors as enter into 
serologic reactions. 

The author appends to his paper the fol- 
lowing conclusions : 

1. Parallel Kahn and Wassermann tests 
made on 2542 blood specimens submitted 
to the Oregon State Board of Health 
Laboratory showed complete agreement in 
92.2 per cent, fair agreement in 2.3 per 
cent, and complete disagreement in 5.5 per 
cent. 

2. The Kahn test was more sensitive 
than the Wassermann test in 71 treated ' 
cases for which complete data were avail- 
able. In this series 55 Kahn reacting tests 
gave 26 negative Wassermann tests, while 
45 Wassermann reacting tests gave 16 
negative Kahn tests. 

3. In primary syphilis the Kahn test be- 
came positive practically at the same time 
as the Wassermann test. 

4. Because of its simplicity, specificity, 
and high degree of accuracy the Kahn 
precipitation test should be adopted as a 
routine test in the diagnosis and treatment 
of syphilis, and should be supplementary 
to the Wassermann test. 


Quinine and Urea Analgesia to Reduce 
the After-pain from Tonsillectomy. 


_ Mitcer (American Journal of Surgery, 
December, 1924) notes that the laity have 
learned that tonsillectomy is followed by 
severe pain, and every surgeon who is at 
all observant realizes that this is becoming 
the chief deterrent to many prospective 
patients. When badly needed, as the opera- 
tion is by many patients, it is indeed unfor- 
tunate if tonsillectomy cannot be practiced, 
when indicated; for the removal of badly 
diseased glands may entirely change the 
health course of the life of a patient. 

The anesthetic action of quinine salts 
was described in 1907 by Thibault, and its 
first appeal was its absence of toxicity. 

Several disadvantages soon became ap- 
parent : most solutions when injected caused 
more or less pain, the anesthetic action was 
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uncertain unless the infiltration of the tis- 
sues was well done, and, finally, it was 
observed that the tissues after operation 
remained hard and brawny. It was not for 
some time that much attention was paid to 
the prolonged anesthetic action, and by the 
time this was pointed out most surgeons 
had tried the drug and given up its use. 

Local injections have several advantages. 
Even when scopolamine-morphine is used, 
injections beneath the tonsil tend to sepa- 
rate it from the muscular and aponeurotic 
tissues external to the capsule, and make it 
possible to remove the gland without strip- 
ping the recess as free of cellular tissue as 
would occur were injections not made 
under the organ. All operators who have 
used the injections can recall that there is 
less trouble from bleeding with such tech- 
nique than from operations under general 
anesthesia where no injection is made under 
the tonsil. 


Pain following tonsillar operations is ~ 


chiefly due to sensitiveness of the muscular 
pillars that lie before and behind the tonsil. 
These left bare on the surface adjacent to 
the tonsil become extremely sensitive. It 
is along the posterior surface of the ante- 
rior pillar and the anterior surface of the 
posterior pillar that the quinine-urea solu- 
tion should be injected. Beneath the ton- 
sil a two-per-cent novocain solution can be 
used to best advantage. 

Quinine and urea solutions cause a some- 
what burning pain, as a rule, when injected. 
When the patient has had a quarter-grain 
of morphine and one one-hundredth grain 
of scopolamine an hour before operation 
and the tonsil has been lifted by two-per- 
cent novocain solution no sensation is com- 
plained of by the patients when the quinine- 
urea solution is infiltrated along the pillars. 

One-per-cent solution injected along the 
pillars, not markedly distending the tissues, 
but just enough to show a slight bulging 
along the line where the separation of the 
organ will occur, has materially affected the 
sensibility of the tissues for several days 
following operation, and a review of these 
cases in which these injections have been 
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made in contrast to those where it was not 
used proves that in the quinine-urea ad- 
junct we have a means of distinctly lessen- 
ing the after sore throat of tonsillectomy. 





Spinal Anesthesia. 


LERICHE (Annals of Surgery, January, 
1925) considers spinal anesthesia the ideal 
one from the view-point of the surgeon, 
easy technique, perfect analgesia and little 
risk, absolute abdominal quiet, complete 
muscular relaxation, and simplicity of 
anesthetic sequels. 

Leriche bases his study on a personal ex- 
perience of over 3000 cases, and records 
among these two deaths and three serious 
accidents. The first death occurred 
promptly and was incident to a subdural 
injection of allocaine in the person of a 
man profundly shocked, with an extremely 
low blood-pressure. . 

The second death occurred in a man 
cachectic and desiccated, sixty years of age, 
suffering from a far-advanced obstructive 
neoplasm of the pylorus. After injection 
in the lower dorsal region with 13 cgms. of 
allocaine unconsciousness with apnea de- 
veloped in a few seconds, the patient dying. 

The author believes that in this case he. 
had three contraindications to the use of 
spinal anesthesia, to wit: low blood-pres- 
sure, a body deficient in fluids, and pyloric 
stenosis. Moreover, he injected too much 
allocaine. 

The view is generally accepted that the 
use of spinal anesthesia is contraindicated 
in conditions of low blood-pressure. As to 
failures, Leriche estimates them at 5 or 6 
per cent. If the anesthetic is injected care- 
fully, if it is disposed of slowly to the sur- 
face of the cerebrospinal fluid, there is 
obtained an analgesia localized only to a 
few roots and the motor power remains 
unaffected. 


The diffusion of the anesthetic in the 
cerebrospinal fluid is exactly dependent 
upon three laws of the diffusion of one 
fluid in another fluid in a closed vessel, as 
follows: 
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The diffusion is inversely proportional to 
the concentration of the solution injected: 
with a hypertonic solution it is very weak; 
with an isotonic solution it extends to five 
or six roots; if one practices successive 
dilutions, drawing the cerebrospinal fluid 
in and out of the syringe, one increases it 
greatly, without utility. 

The diffusion is inversely proportional to 
the pressure of the cerebrospinal fluid. The 
more of the fluid one draws out before in- 
jection, the more one facilitates the dif- 
fusion. This is useless. There is no advan- 
tage in letting 10 or 15 cc of fluid flow 
before injecting the anesthetic, as is gener- 
ally done. And this surely entails incon- 
veniences. 

One can notice furthermore that the best 
spinal anesthesias are those in which one 
finds that the fluid has an elevated pressure. 
Having made this observation a long time 
ago, Leriche has often been well assured 
of excellent ‘anesthesias, by making an in- 
jection of salt solution under the skin one 
hour before the anesthesia. 

The diffusion is directly proportional 
(other factors being equal) to the speed of 
the injection. If one pushes brusquely and 
forcefully the piston of the syringe, the 
diffusion is maximum and instantaneous. 

To have a good spinal anesthesia, it is 
necessary to seek to have a regional anes- 
thesia, and for that it is necessary to inject 
a solution slightly hypertonic or isotonic, to 
inject it gently, very slowly, without having 
made beforehand the least withdrawal of 
cerebrospinal fluid, and without drawing it 
in and out. 

It has been thought, and many still be- 
lieve, that postanesthetic accidents, espe- 
cially cephalies, depend upon the high pres- 
sure consequent to the introduction of a 
liquid into the subarachnoid spaces and to 
the meningeal reaction which would ac- 
company it. 

There is in that a false interpretation: a 
number of these accidents are, entirely to 
the contrary, due to hypotension. This 
depends generally upon the flow of the 
cerebrospinal fluid into the epidural spaces, 
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along the track of the puncture needle. This 
track closes with great difficulty. It has 
been the author’s lot to do laminectomies 
eight or fifteen days after a lumbar punc- 
ture and to find the track of the puncture 
still gaping, closed simply by non-adherent 
epidural fat. It sufficed to depress the 
dura mater with the tip of a clamp, in order 
to see the liquid ooze the length of the plug. 

Therefore, we may understand (and 
Sicard has already noted this) that the 
puncture holes allow fluid to escape; the 
larger they are, the more numerous they 
are, the more abundant is the flow. This 
has consequences. 

It is therefore probable, at the start, that 
certain anesthesias are made insufficient by 
the fact that the anesthetic is thus lost in 
great part. It is certain in the second place 
that the cephalies are due to some hypoten- 
sion; and in reality it suffices by intrave- 
nous injection of 40 cc of distilled water to 
raise the pressure of the cerebrospinal 
fluid in order to make these difficulties 
disappear. 

For the punctures, it is necessary to em- 
ploy only trocars and needles of very small 
caliber—in fact, of the smallest possible 
caliber—with short bevel, and the least 
traumatizing sort that one can procure. 

It is in being attentive to these details, 
which in appearance are insignificant, that 
one gives to spinal anesthesia all of its 
value, and all the security which is needed. 

Under these conditions spinal anesthesia 
is the most innocent of the various modes 
of anesthesia. 





Relation of Endocrinology to General 
Surgery. 

Under this title Boyp (Virginia Medical 
Monthly, January, 1925), speaking of the 
tendency of the surgeons of an earlier date 
to extirpate the ovaries, alludes to the 
present conservative attitude. He personal- 
ly holds that after the extirpation of the 
uterus the retention of the ovarian tissue 
has little or no physiological value and may 
be of serious harm to the patient, thus giv- 
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ing evidence that there is a break in the 
utero-ovarian functional harmony, upset- 
ting the internal secretion of these glands. 

Many a time an ovary can be saved by 
transplantation, or otherwise. When both 
ovaries must be sacrificed in a woman in 
her twenties, remove the ovary, placing it in 
a solution of normal saline until the neces- 
sary work within the abdomen is completed. 
Then split open the ovary and place it out- 
side the peritoneum, just beneath the rectus 
muscle. The menstrual function is pre- 
served and the woman’s nervous system is 
not upset. The internal secretion furnished 
by this endocrine gland is retained, she 
does not suffer a material loss of develop- 
ment, nor of her womanhood or sexuality. 
After forty-five years of age the removal 
of both ovaries scarcely causes any appre- 
ciable change in her mental, moral, or 
physical well-being if the uterus is left 
intact. 





The Frequency of Gastrojejunal 
Ulcers. 

LEwIsOHN (Surgery, Gynecology and 
Obstetrics, January, 1925) reports on late 
results in gastroenterostomy with or with- 
out pyloric exclusion. 

Gastroenterostomy per se has been aban- 
doned by most surgeons in the operative 
treatment of gastric ulcers. The results fol- 
lowing such an operation were so unsatis- 
factory that during the last ten years more 
radical procedures were introduced. These 
procedures consisted in an excision of the 
gastric ulcer with or without gastroenteros- 
tomy, sleeve resection, or partial or sub- 
total gastrectomy. 

On the other hand the vast majority of 
surgeons at the present time consider gas- 
troenterostomy with or without exclusion 
to be the method of choice in the treatment 
of pyloric and duodenal ulcers. In view of 
the fact that duodenal lesions are much 
more frequent than gastric ones, gastro- 
enterostomy still remains the most fre- 
quently performed operation for the relief 
of ulcer. In those cases in which the duo- 
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denal ulcer is situated on the anterior wall, 
an excision is frequently added to the 
gastroenterostomy, or a Finney pyloro- 
plasty is performed. 

There is, however, to-day a minority of 
surgeons, small as yet, who have been dis- 
satisfied with the results following gastro- 
enterostomy. They advise a more radical 
procedure in the treatment of pyloric and 
duodenal ulcers, namely, partial or subtotal 
gastrectomy. These surgeons have felt for 
years that gastroenterostomy failed to cure 
many patients suffering from duodenal 
ulcers. Though leaning toward more rad- 
ical procedures, they feared the possibility 
of too large a mortality following resection 
of the stomach. It will certainly always 
be to Haberer’s credit that he showed that 
the duodenal ulcer can be attacked radically 
in practically every case, and yet the mor- 
tality can be kept at about 5 per cent. 

Lewisohn concludes his article with the 
statement that gastrojejunal ulcers are a 
frequent occurrence after gastroenteros- 
tomy. 

In his series of 68 cases reéxamined four 
to nine years after gastroenterostomy, 47 
per cent were completely cured and 19 per 
cent had a fair result. Thirty-four per 
cent suffered from gastrojejunal ulcers. In 
12 cases (18 per cent) a second operation 
was performed. In 11 cases (16 per cent) 
the diagnosis was based on clinical symp- 
toms and +-ray findings. 

Pyloric exclusion according to Ber’s 
method does not increase the incidence of 
gastrojejunal ulcers. 

Gastroenterostomy does not reduce the 
hyperacidity even after many years, whereas 
resection of the stomach effects an imme- 
diate and permanent anacidity in the ma- 
jority of cases. 

Partial or subtotal gastrectomy safe- 
guards against later occurrence of gastroje- 
junal ulcers. It should, therefore, be the 
method of choice in the surgical treatment 
of chronic gastric and duodenal ulcers. 

Partial or subtotal gastrectomy should be 
the method of choice in the surgical treat- 
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ment of gastrojejunal ulcers. Application 
of conservative. methods (local excision, 
etc.) is followed by too many recurrences. 
In 27 per cent of the cases there were re- 
currences according to his statistics. 





The Effect of Interference in Obstetri- 
cal Cases. 


SEELEY (American Journal of Public 
Health, January, 1925) quotes the statistics 
of 1919 to the effect that in the registration 
area, including 53 per cent of the popula- 
tion, 4.5 per cent of deaths under one year 
of age were attributed to injuries at birth. 
In other words, about 16,000 babies died 
annually from this cause alone. 

Ehrenfest is quoted to the effect that ap- 
proximately 40 per cent of still-born infants 
and those dying within the first few days 
have definite evidence of profound intra- 
cranial lesions. In about 20 per cent of 
these lesions discovered at autopsy there 
was no artificial termination of labor. Ma- 
ternal mortality from childbirth would 
seem to be on the increase in the United 
States. In 1919 the United States stood 
seventeenth in the list of countries with 
lower mortality. 

In accidents of pregnancy and labor, the 
type of cases in which interference is most 
common, the rates in this country are 
greater by five times for the former and by 
nearly four times for the latter than those 
of England and Wales. 

Maternal mortality, in so far as it can be 
attributed to the effects of obstetrical inter- 
ference, is for the most part a question of 
injury and infection. That mortality from 
infection should be a much smaller factor 
in the total death-rate can readily be dem- 
onstrated by consulting the reports of many 
good maternity services. 

Among 10,000 women delivered at the 
Chicago Lying-in Hospital there were 12 
deaths from sepsis and peritonitis, com- 
pared with 1 in 407 cases for the birth reg- 
istration area. 

Probably the greatest prophylactic against 
puerperal infection used in the last decade 
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is rectal examination. 


Vaginal examina- 
tion, probably the greatest cause of febrile 
puerperia, need be done with extreme rarity 
during the course of labor, and then usually 
as a preliminary to vaginal operative de- 


livery. It was proved years ago that the 
morbidity and mortality rate from infec- 
tion after the classical Czsarean operation 
mounted directly in proportion to the num- 
ber of vaginal examinations. Furthermore, 
rectal examination is of greatest value in 
the cases in which vaginal examination is 
most dangerous—that is, in the cases con- 
fined at home where the facilities for hand 
sterilization and proper preparation of the 
patient are not of the best. It is a time and 
worry saving procedure for the obstetrician 
in these conditions; its advantages are ob- 
vious ; its objections are none. By entering 
the vagina of the woman in labor with the 
same respect we do the peritoneal cavity of 
the surgical patient, sepsis can in a great 
measure be prevented. 

The mortality from Czsarean section 
varies from 1 to 10 per cent, and even 
under the best conditions is greater than 
for the average laparotomy. One operator 
reports a Czsarean section incidence of 1 
in 14 in a series of 1100 deliveries, surely 
a sad commentary, when conservative ob- 
stetricians find a rate of from 1-40 to 1-80 
ample to cover all indications arising in 
large consultation practices. In hospital 
practice the maternal rate should approxi- 
mate 2.5 per 1000, the country-wide statis- 
tics 4 per 1000 live births, as something to 
be attained in the near future if prenatal 
care and better obstetrical teaching are not 
to be considered a failure. 

In a series of 5460 cases delivered at the 
New York Lying-in Hospital, both indoor 
and outdoor services, there were 22 mater- 
nal deaths, a rate of 4 per 1000 (1-248) or 
about half the current figures for the birth 
registration area. Among the last 10,000 
women delivered at the Chicago Lying-in 
Hospital there was a mortality of 3.9 per 
1000. At Harper Hospital for the year 
1923, 872 mothers and 879 children were 
delivered, by many different physicians and 














the resident staff, with 4 obstetrical deaths 
(4.6 per 1000). Seventeen babies were lost 
from obstetrical causes, a rate of 28 per 
1000. 

In hospital practice where the. physical 
facilities for good obstetrics are at hand the 
mortality rates can be very appreciably 
reduced in comparison with the prevailing 
community statistics. 

In breech positions too rapid delivery of 
the head is the common cause of highest 
infant mortality. Obstetricians have been 
accustomed to hurry the delivery of the 
after-coming head in order to avoid as- 
phyxia of the child. This is erroneous; 
for most of these children who die are lost 
through compression of the head in forcible 
efforts to rapidly extract the child. Hol- 
land finds that as long as ten minutes, if 
necessary, should be devoted to the delivery 
of the after-coming head. 

It is the current opinion in the lay mind 
that labor is an entirely normal process and 
unattended by serious risks. Is pregnancy 
and labor a purely physiologic function? 
Surely we cannot consider it so when we 
realize that it causes the death of more 
women in the child-bearing age than any 
other condition except tuberculosis. When 
the average woman fully realizes the risk 
to herself and infant attendant upon child- 
birth she will demand and receive better 
obstetrical care. 





Gall-bladder Radiography. 


WuitTAKer and MILuiKen (Surgery, 
Gynecology and Obstetrics, January, 1925) 
note that elements are opaque to +-rays 
approximately in proportion to their atomic 
weights. Hence in gall-bladder radiography 
a salt containing iodine should be prefer- 
able to one containing bromine. Illustra- 
tions are given of the greater clarity of the 
shadow of the gall-bladder following an 
intravenous injection of sodium tetraiodo- 
Phenolphthalein than is obtained by a larger 
dose of sodium tetrabromphenolphthalein. 
Moreover from the iodine therapy there 
are practically no sequele. The authors 
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conclude that on account of the greater 
atomic weight of iodine, sodium tetraiodo- 
phenolphthalein should be nearly twice as 
opaque to x-rays as sodium tetrabromphe- 
nolphthalein. 

In practice nearly twice as much of the 
bromine salt as of the iodine salt is required 
to obtain a shadow of the gall-bladder. 

Experiments indicate no appreciable dif- 
ference in the toxicity of the two drugs. 

Consequently, for use in biliary cysto- 
graphy, there appears to be a wide margin 
of safety in favor of sodium tetraiodophe- 
nolphthalein over the analogous bromine 
compound. 





The Use of Novocaine in Obstetrics. 


Rucker (American Journal of Obstetrics 
and Gynecology, January, 1925) quotes Irv- 
ing’s report of 31 Cesarean sections per- 
formed under morphine-scopolamine and 
local anesthesia upon patients suffering 
from cardiac, renal, or pulmonary disease. 
Rucker is using 0.3 cc of 1-to-1000 adren- 
alin solution to each 40 cc of a 1%4-per-cent 
novocaine solution. Of this mixture he 
injects 30 to 35 cc epidurally through the 
sacral hiatus. This epidural anesthesia is 
relatively safe since Zweifel was able to col- 
lect but ten fatalities in over 4000 case 
records. In only three of these could the 
anesthetic be held responsible. No mishaps 
have been recorded in doses of 0.4 or 0.5 
gm. The method has no influence upon the 
child. Many of the patients complain of 
feeling a little queer immediately after the 
injection. Usually there is little change 
in blood-pressure. Seventy of 103 cases had 
excellent anesthesia. 

The most constant feature of the sacral 
anesthesia is the marked relaxation of the 
perineum and the cervix and the absence 
of pain. In contrast to the marked relaxa- 
tion of the lower portion of the birth canal 
is the tonicity of the fundus. The height 
of the line of demarcation between the tonic 
and the atonic portions of the uterus varies 
somewhat in different patients. It is espe- 
cially evident after delivery. 





450 


The relief from pain is complete whether 
the uterus contracts or not. The effect 
upon uterine contractions, however, is vari- 
able. In the majority of patients there is 
a cessation of contractions, or at least a 
diminution of their force, for twenty to 
sixty minutes after the injection; excep- 
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tionally for a longer period. The contrac- 
tions then return to their former frequency 
and force. 

The author believes that novocaine sacral- 
ly is an excellent procedure for operative 
obstetrics; that its value for spontaneous 
delivery still remains to be proven. 


Correspondence 


A Case of Acute Pemphigus Vegetans. 
To the Editors of the THERAPEUTIC GAZETTE. 

Mrs. A., age thirty-six, mother of one 
child, aged six. Her habits were of the best 
and she was a very industrious woman. Her 
health had never been very good, but she 
was always able to do her housework. She 
had never had an operation. 

March 2, 1925, her husband got from 
me a prescription for what I thought by 
his tale was stomatitis, which failed to give 


heal, increasing in number and size from a 
small pea to a silver dollar, filled with a 
cloudy serum, which increased in size 
greatly even when ruptured; some on the 
back became as large as a double hand- 
spread, the fetor of which was enough to 
drive one out of the room. The patient, 
without clothes, was covered in_ sheets 
under which was smoothly spread news- 
papers by the double armful to absorb the 
fetid pus which adhered the sheets to the 





relief. Shortly after I visited her and found 
lips and mucous membrane of the whole 
mouth, lips, tongue, and nose, edge of eye- 
lids and some spots of the body covered 
with blebs, with fissures at the corners of 
the mouth. The tongue and mouth were 
thickly covered with white, gray and red 
cancrum oris sores so painful she could 
not eat. The breath was extremely foul. 
There were well-marked constitutional 
symptoms with weakness. The bowels were 
constipated. In spite of many remedies the 
blebs came in various crops, refusing to 


sores, leaving very painful raw, red sur- 
faces, especially on the back. 

In front the body and limbs was crusted 
with a dry gray crust of fetid thick pus 
with fissures through it into a raw, red sur- 
face. The palpebral fissures became en- 
tirely closed and cemented by the dried 
crusts, surrounded by an effusion of pus, 
making her entirely blind during the last 
few days of her illness, characterized by 
slowly developing coma and death. 

Of all the remedies tried, three gave some 
relief but did not stop the progressive as- 























thenia: intramuscular injections of five 
grains of cacodylate of soda daily, and a 
few of novasurol three to four days apart; 
painting with a feather a solution of liquor 
calcis, olive oil, oxide of zinc, and cal- 
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soon returned worse than ever when the 
injections were discontinued at the request 
of the family. 


I am enclosing photographs showing the 


case a few days previous to death. Dr. 





amine. In front where the air reached 
them most—eyes, nose, lips, mouth, and the 
front of the body—the sores dried without 
much discharge and looked as though they 
were healing; in fact the mouth looked 
better, lips, eyes and nose cleaned off, but 


Steinberg of Erie, a dermatologist, was 
called in and confirmed my diagnosis. This 
case lasted two months. 
Yours truly, 
F. G. GREENFIELD, M.D. 


Eriz, PENNA. 





Reviews 


A Text-Book oF PracticAL THERAPEUTICS. With 
Especial Reference to the Application of 
Remedial Measures to Diséase and their Em- 
ployment upon a Rational Basis. By Hobart 
Amory Hare, B.Sc., M.D., LL.D.; 19th edi- 
tion, enlarged, thoroughly revised, and largely 
rewritten; illustrated. Lea & Febiger, Phila- 
delphia, 1925. Price $7. 

The author in his preface uses these 
words: 


“The continued cordial reception of this 
book on practical therapeutics has been a 
great stimulus in the preparation of this the 
nineteenth edition. Many additions have 


been made to the text which present new or 
improved methods of administration or of 
treatment, or which, by reason of advances 
made by research, have been placed upon a 
scientific foundation instead of resting upon 
pure empiricism. The physician not only 


wants to know what to do, but also is de- 
sirous of knowing why he does it. Much 
that bedside practice has proved useful is 
still based on empiricism and must be ex- 
plained by further research, but, as Sir 
Clifford Allbutt well said, if pioneers waited 
for cartographers to map out new fields no 
new country would be found. All the newer 
remedies, which the author believes to be 
worthy of employment by his readers, have 
been included, and some of those whose 
importance has waned, as our knowledge of 
disease and their effects have developed, 
have been excluded, but many other reme- 
dies no longer official and relatively little 
used are also retained in the text, because 
the physician from time to time wants in- 
formation concerning them. 
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“Those who do not devote themselves 
especially to the subject of therapeutics are 
prone to think that little change in this de- 
partment of medicine takes place from 
year to year, but this is entirely erroneous. 
Not only are new remedies constantly intro- 
duced which prove their worth in appro- 
priate cases, but modifications of old ones 
are constantly made. Thus we find sulph- 
arsphenamine as a worthy substitute for 


arsphenamine, and also that silver arsphen-: 


amine, at one time thought a rival to the 
older drug, seems lacking in popularity. 
Again we have the introduction of insulin, 
a most powerful remedy for good if prop- 
erly used and equally powerful for harm 
if not used with care. Its introduction has 
in one sense changed the therapy of dia- 
betes. Several of the synthetic drugs, be- 
fore us for years as efficient relievers of 
pain, have been fortified by adding to 
them other synthetic substances whereby 
pain is relieved and sleep is procured. One 
would have supposed that we knew all we 
might as to the value of iodine in goitre 
and exophthalmic goitre, it being consid- 
ered, until recently, contraindicated in the 
latter state, whereas we now know that it is 
most valuable in both states, that it is defi- 
nitely contraindicated in adenomatous goitre 
with hyperthyroidism, and that when given 
in exophthalmic goitre and then stopped 
the patient not only relapses but often be- 
comes worse than before. 

“By copious cross-references between the 
different parts of this volume one can gain 
a correct idea of the proper use of remedies 
in detail, for the first portion deals with 
drugs and the latter part deals with diseases. 
Thus, although insulin is discussed in Part 
II, under diabetes mellitus definite direc- 
tions are given as to treatment and the ap- 
plication of insulin in those who need it. 

“The effort has been made to make the 
text as it stands to-day as up to date as if 
the book had been published for the first 
time in 1925. In none of the preceding edi- 
tions have so many alterations and additions 
been made, partly because advances in 
rational therapy have been remarkably great 
since the eighteenth edition appeared. Many 
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drugs have been dropped from the new U. 
S. P., and many have been transferred to 
the pages of the National Formulary (N. 
F.) Although these latter changes mean 
little to the physician in practice they pos- 
sess importance to the student. 

“The author considers himself unusually 
fortunate in that his friends who contributed 
special articles to all previous editions have 
been good enough to revise their text again, 
namely, Dr. G. E. de Schweinitz on Dis- 
eases of the Eye, Dr. B. C. Hirst on Diseases 
of the Puerperal State, and Dr. Edward 
Martin on Venereal Diseases. 

“His thanks are once more due to a mem- 
ber of his staff, Dr. Leighton F. Appleman, 
for his care in the preparation of the in- 
dices. 

“He hopes that this edition will aid his 
professional colleagues when at the bedside 
as much as he is informed earlier editions 
have succeeded in doing.” 


Dyspepsia. Its Symptoms and Treatment. Sec- 
ond edition, revised. By W. Soltau Fenwick, 
M.D. -The W. B. Saunders Company, Phila- 
delphia, 1925. Price $6. 

In these modern days when physicians 
believe that all symptoms have a basis con- 
sisting in a definite lesion, it is rare to find 
a book the title of which is purely symp- 
tomatic. For many years Dr. Fenwick has 
written upon digestive subjects. First in 
the earlier edition of this publication and 
later upon tumors of the stomach, ulcer of 
the stomach and duodenum, disorders of 
digestion in infancy and childhood, and the 
dyspepsia of tuberculosis. 

No very material changes have been made 
in this second edition, but it has been care- 
fully revised and the chapter dealing with 
displacements of the viscera has been re- 
written. That these displacements are im- 
portant factors upon digestive disorders is 
now generally recognized. The author em- 
phasizes his belief in the idea that gastro- 
intestinal disorders of infancy exert an 
important influence upon digestive func- 
tions of adult life, and that it must not be 
forgotten that congenital visceroptosis is 
often the cause of digestive disorders m 

















little children. He even goes so far as to 
express the belief that chronic appendicitis 
frequently is the result of visceral displace- 
ment, and that it is sometimes responsible 
for glycosuria or pruritus ani. 

The advances which have been made in 
gastroenterology in the last few years make 
it difficult to revise the text of one which 
first appeared many years ago. We do not 
find references to the notable work which 
has been done by Rehfuss and others in 
regard to fractional analysis of the stomach 
contents, and similar mention might be 
made in regard to other outstanding work- 
ers in this field, as, for example, his fellow 
countryman, Hurst. This is not surprising 
when, on looking over the bibliography at 
the close: of the volume, it is noted that 
nearly all the references are to papers which 
appeared well before 1907. 

Practitioners will find numerous hints 
which may be of use to them in the 490 
pages of text, not in the sense that they 
will find suggestions for prescriptions, but 
ideas which may prove of practical value 
in the office or at the bedside. 


Diseases OF CHILDREN AND Nurses. By Robert 
S. MacCombs, M.D. Fifth edition, thoroughly 
revised. The W. B. Saunders Company, Phila- 
delphia, 1925. Price $2.75. 

It is somewhat difficult for us to review 
a book of this character, because, as we have 
repeatedly pointed out, we think it is a 
mistake to insist that nurses shall be given 
a large amount of medical information 
which is more suitable to a medical student 
than to a nurse who is supposed to carry out 
the physician’s orders. The whole trend of 
nursing education to-day is to require far 
too much in the way of learning in biology, 
chemistry, physics, and diagnosis. The 
result is that the so-called modern nurse is 
a half-fledged or quarter-fledged physician, 
which is not an advantage, but a serious 
disadvantage from many points of view. 

So far as the text of this volume is con- 
cerned, it is excellent, following its intended 
role very well indeed, but why the various 
diseases of childhood should be briefly de- 
scribed and paragraphs devoted to their 
treatment in a text intended for nurses is 
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a question. Why should a nurse have a 
description of atelectasis, or hemoptysis 
which practically never occurs in a child? 
Many of the illustrations are excellent. 

Our criticism is not as to the correctness 
of the text, but of the tendency to ignore 
the old adage that “half knowledge is some- 
times worse than no knowledge at all.” The 
day is approaching when the question may 
arise as to whether the nurse is to treat the 
patient or the physician is to treat it, and 
there is a continual increase in the danger 
that nurses studying such books will decide 
that they know better how a child should 
be treated than does the practitioner of 
medicine who happens to be in charge. 
Under these circumstances the moral thing 
for her to do would be to retire; the actual 
thing that will result will be the conflict of 
authority. 


Diet tn HEALTH AND Disease, By Julius Fried- 
enwald, M.D., and John Ruhrah, M.D. Sixth 
edition, thoroughly revised. The W. B. Saun- 
ders Company, Philadelphia, 1925. Price $8. 
First by virtue of its intrinsic merit and, 

later, by virtue of the fact that physicians 
who purchase this book found that it pro- 
vided them with the information that was 
useful, it has now reached within a period 
of twenty-one years its sixth edition. When 
we call attention to the fact that it contains 
nearly 1000 pages, it will be clear that it 
may be regarded as exhaustive in its con- 
sideration of dietetics. It is not what might 
be called a laboratory manual of dietetics, 
but one prepared for practitioners and 
students with the idea of giving them for 
practical use in their patients the results of 
many experiments, laboratory and bedside, 
which a host of men have made from time 
to time within the last few years. 

The text deals first, as might be expected, 
with what might be called the science of 
dietetics, and then deals with the use of 
different types of food in the treatment of 
digestive disorders, and then again with 
those foods which are suitable for various 
disorders of nutrition arising outside the 
alimentary canal. In other words, the book 
becomes more and more practical as it goes 
from page to page, and closes with a mass 
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of very valuable information as to recipes, 
diet lists, caloric values, and even goes so 
far as to include information for distribu- 
tion among the poor in summer as to the 
care which should be taken of their off- 
spring. A copious index closes the volume. 


PersonaAL Hyciene Appiiep. By Jesse F. Wil- 
liams. Second edition, revised, illustrated. The 
W. B. Saunders Company, Philadelphia, 1925. 
Price $2, 


This second edition of Dr. Williams’s 
book appears within three years of the first. 
Its aim, as expressed in the first line of its 
Preface, is certainly high enough, “To im- 
prove the quality of human life,” and it is 
written because the author believes that 
there is an ever increasing interest in health 
matters. 

After discussing what he means by the 
term “health,” he deals with such near or 
remote topics as Intelligence and Ideals, the 
Approach for Knowledge of Health, etc., 
and later deals with the hygiene of nutrition 
and the hygiene of the various systems, such 
as the respiratory, circulatory, excretory, 
and nervous systems. He then goes on to 
a consideration of the hygiene of the sexual 
aspects of life. The closing chapters are 
devoted to the prevention of specific diseases 
and the hygiene of the mouth, eye, and ear. 

We would judge that this book is meant 
more for the lay reader than the medical 
man, not only because the author is a Pro- 
fessor of Physical Education in Teachers’ 
College of Columbia University, but also 
because of the quality of its text. Like most 
books dealing with matters medical for lay 
study, the author has found some difficulty 
in deciding what to put in and what to 
leave out. 


A TREATISE ON MATERIA MEDICA AND THERA- 
PeuTics. By Rakhaldas Ghosh. Tenth edition, 
revised by Birendra Nath Ghosh, F.R.F.P. and 
S. Hilton & Company, Calcutta, 1925. 
Readers of the GazETTE will recollect that 

in past years we have from time to time 

called attention to earlier editions of this 
volume, which now contains 718 pages. 

The endeavor of the editor, of course, has 

been to bring the text up to date. Thus he 

deals with the use of bismuth in syphilis, 
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quinidine in auricular fibrillation, and the 
action of drugs upon the sympathetic and 
parasympathetic systems. He has elim- 
inated certain drugs which seem of less 
value than formerly, and included informa- 
tion in regards to vitamins, carbon tetra- 
chloride, and insulin. He has also embodied 
in the text the doses of the drugs which are 
official in the U. S. P. Naturally the book 
will have its largest sale among East Indian 
medical students. 

We said of an earlier edition that the 
text was so good that we believed that it 
would be well for some of our readers to 
send to the publishers in Calcutta the 
price of the book, which is now 6s. 6d., and 
if this was true of the ninth edition, or any 
one of its predecessors, it is even more true 
of the tenth. 


THE PRINCIPLES OF SURGERY FOR Nurses. By M. 
S. Woolf, M.A., M.R.C.S. (Eng.), L.R.CP. 
(Lond.). Illustrated. W. B. Saunders Com- 
pany, Philadelphia and London, 1925. Cloth, 
$3.00 net. 


It is highly desirable that text-books 
should be prepared for nurses; text-books 
dealing with such fundamentals of surgery, 
medicine and allied sciences as it is needful 
they should know for the intelligent per- 
formance of their duties. In training schools 
at large much time is wasted by lectures 
delivered by doctors without preparation, 
without training in teaching, who do not 
realize that it is more difficult to present in 
logical sequential form the framework upon 
which knowledge of a subject is to be built 
than it is to lay the final bricks. Therefore 
the title suggests that this book should be 
useful and popular. 

There is an introduction giving a history 
of the development of surgery and ending 
with a list of names to be remembered, to- 
gether with the dates and nationalities of 
these leaders who are figured in this list. 
Avicenna, Vesalius and Albrecht von Haller 
are mentioned. Certainly not 10 per cent 
of the medical profession could name with- 
out consulting reference books the contri- 
butions that these men have made to suf- 
gery. None the less it is desirable that all 
should know something of the matter. 
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The chapters on Microorganisms and 
Inflammation are brief, but from the nurse’s 
standpoint entirely adequate. This may be 
said also of the chapter on Special- Forms 
of Infection and Antiseptics. 

In the section devoted to Shock the cir- 
cumstance that the author commends only 
pituitrin or adrenalin for injections and 
does not even mention camphorated oil, 
strychnia and other painful medicaments, 
which have been largely proven to be not 
only useless, but largely hurtful, indicates 
the wisdom of his advice. 

In discussing the treatment of hernia it 
might have been well to include that bearing 
on the choice, application and proper care 
of a truss. The mechanics of the various 
operations on the gastrointestinal tract are 
clearly set forth. Physiology, for instance, 
that of the kidneys, might be discussed at 
somewhat further length. Indeed through- 
out physiology has had a light touch. At the 
end of each chapter there is an admirable 
summary, subject only to the danger that an 
injudicious teacher may require the nurses 
to learn it by heart. 

When called upon to lecture to nurses 
this book should be most helpful to the doc- 
tor. To the nurse herself it should give a 
broad view of the subject of surgery which 
she can obtain from no other source with 
less time, with less effort, and with greater 
clarity. 


Tue TecHNic or Loca, AnestHestA. By Arthur 
E. Hertzler, A.M, M.D. Ph.D, LL.D, 
F.A.C.S. Third edition, illustrated. The C. 
V. Mosby Company, St. Louis, 1925. 

Perhaps there is no more convincing evi- 
dence of the acceptance of the profession at 
large of the doctrine that local anesthesia is 
in the main the method of the future, than 
the number of text-books coming out on 
this subject. Hertzler has condensed much 
in small space. This he has done excellent- 
ly; so well, that the inexpert who is pre- 
pared to practice on himself and the cadaver 
can, guided by this work, convince himself 
of the value of the method by its broad ap- 
plication and in time become expert in its 
use. 


The first chapter is devoted to the drugs 
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employed, novocaine being given preference 
over all others for general use. Thereafter 
follow the technique of administration, gen- 
eral operations, and regional operations. 
The book is abundantly and well illus- 
trated, open to the single adverse criticism 
to the effect that the teaching is so clearly 
and simply set forth that the unpracticed, 
not realizing that such exposition is at the 
expense of a large clinical experience, may 
attempt to go and do likewise, from book 
knowledge alone, and without special instru- 
ments or an acquired manual dexterity. 


THe Surcicat Crinics or NortH AMERICA. 
Volume 4, No. 6. Clinic of Frank H. Lahey, 
M.D., Boston, Mass., December, 1924. Illus- 
trated. W. B. Saunders Company, Philadel- 
phia and London, 1925. 

This number is devoted mainly to the 
thyroid, covering the evolution of the thy- 
roid clinic, preliminary ligation in thyroid- 
ism, the technique of anesthesia for thy- 
roid operations, the treatment of adenomata 
of the thyroid, aberrant goitre, the heart in 
toxic states, heart failure (congestive) as- 
sociated with thyroid toxicity, laryngeal 
paralyses and surgery of the thyroid, treat- 
ment of the eyes in exophthalmic goitre, 
the difficulties of diagnosis of toxic symp- 
toms referable to the thyroid glands, and 
complications subsequent to thyroidectomy. 

These papers are contributed by Lahey, 
Sise, Hamilton, Greene, Dunphy, and Clute. 
There are further papers on simple serous 
cyst of the kidney, non-calculous ureteral 
obstruction, treatment of common duct 
biliary fistule by anastomosis into the in- 
testinal canal; tetany, and functional dis- 
ease of the colon differentiated from ap- 
pendicitis and cholecystitis; the last paper 
by Sara M. Jordan. 

As to anesthesia in bad risks, scopo- 
lamine-morphine is used as a preliminary 
to gas-oxygen. If the patient seems im ill 
condition on the completion of anesthesia 
no operation is performed at that time. — 
There is a report of 1376 operations on 
976 patients, with seven deaths. Lahey 
notes that Lugol’s solution is not a method 
of curing hyperthyroidism, but is a method 
preparatory for operation. In a definite 
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number of cases Lugol’s solution entirely 
fails to bring about betterment. It is held 
that a much lower percentage of cases are 
treated by x-ray than by surgery, and even 
in those cases benefited there is a much 
higher percentage of recurrence than by 
surgery. 

This is an excellent résumé of the prac- 
tices obtaining in a first-class clinic. Under 
the title “Heart Failure Associated with 
Thyroid Toxicity,” Hamilton points out 
that breathlessness, rapid heart and edema 
are not of themselves evidences of a fail- 
ing heart. These symptoms are always 
present to some degree in thyroid toxictiy, 
but congestive heart failure is present only 
in occasional thyrotoxic cases. There is a 
group suffering from breathlessness and 
heart hurry whose veins are congested be- 
cause the heart is not doing its work. An- 
other group whose veins are not congested, 
which is a positive sign the heart is doing 
its work. The immediate treatment of the 
two conditions is radically different. 

This is a highly serviceable group of 
clinics. 


Surcicat Cirnics or NortH America. New York 
Number, Volume 5, No. 1. W. B. Saunders, 
Philadelphia and London, 1925. 

To this number are contributed papers 
from Pool’s Clinic on Exophthalmic Goitre ; 
from Berg’s Clinic on the Physiology and 
the Surgery of the Stomach. Beer reports 
on a number of cases, including splenectomy 
for purpura hemorrhagica and bilateral 
kidney operation under spinal anesthesia in 
uremic patients; also gives a description of 
his suprapubic drainage cup. 

Coley writes on sarcoma of the long 
bones ; Elsberg on tumor of the spinal cord; 
Moorhead on traumatic surgery ; from Gib- 
son’s clinic come papers on transfusion by 
gravimetric method, the Harris bands, pneu- 
mococcic peritonitis, recurrent ventral her- 
nia, and exophthalmic goitre. 

Bancroft’s staff contributes papers on the 
third-stage skin plastic for chronic hema- 
togenous osteomyelitis, cholecystectomy for 
chronic cholecystitis, the icterus index, and 
the liver function test. 
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Green illustrates some phases of the sure 
gery of the chest, and he also reports 
epithelioma of the esophagus and op 
cholecystectomy. Lilienthal gives a dry 
clinic on surgical diseases of the thorax, 
Furniss takes up urinary incontinence in 
women. Wood gives a general survey of” 
Roentgen therapy, and Lowsley deals with™ 
surgery of the kidney and prostate. " 

Coley’s reported cases of sarcoma of the” 
long bones will be found of vivid interest § 
to all surgeons. Elsberg’s report on tumor 
of the spinal cord is a model for brevity, s. 
clarity, and comprehensiveness, 

The careful reading of the book and an 7 
assimilation of its many valuable sugges- | 
tions represent the next best thing to pay- 4 
ing a personal visit to the clinics. a 


DisEASES AND DEFORMITIES OF THE Foor. By © 
John Joseph Nutt, B.L., M.D., F.A.C.S. See- 7 
ond edition. E. B. Treat & Company, New © 
York, 1925. Price $4.00. 


Nutt has written this book for the gen- —™ 
eral practitioner believing that most of the 7 
treatment is well within his comprehension 4 


and application; that if his -attention be ~ 
called to the matter he can prevent de = 
formities and correct abuses, and by simple © 
measures may cure many painful and dis- 7 
agreeable conditions such as excessive 7 
sweating of the feet. 4 

The first chapter is devoted to anatomy, © 
and for the purpose of the general practi- 7 
tioner is clear and helpful. Physiology % 
from the standpoint of mechanics is well 
covered. Thereafter follow chapters on 
Shaffer’s foot, to-wit, a shortened tendo 4 
Achillis, weak-foot and flatfoot, congenital 7 
clubfoot, Pott’s paraplegia, infantile paraly- 7 
sis, tuberculous and gonorrheal disease, and 7 
other ailments. Under these are included 4 
such affections as Morton’s toe, achillodynia, aS 
hallux valgus, Raynaud’s disease, inter- - 
mittent claudication, chilblain, perforating e. 
ulcer, frost-bite, excessive sweating, ery- | 
thromelalgia, plantar neuralgia, onychia and = 
paronychia, callosities, warts, painful soles, 7 
with a chapter devoted to body apparel. © 

A book which the general practitioner will 
find helpful. 





